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EXECUTIVE  SUMMARY 

The  findings  that  follow  summarize  information  obtained  from 
program  administrators  and  clinicians  in  thirty  sexual  abuse 
treatment  programs  located  throughout  the  Commonwealth.   The 
programs  surveyed  are  all  funded  by  the  Department  of  Social 
Services  (DSS)  and/or  by  the  Department  of  Mental  Health  (DMH) . 

-  Five  of  the  programs  are  affiliated  with  large  medical 
hospitals. 

-  Fourteen  are  affiliated  with  community  mental  health 
or  counseling  centers. 

-  Four  are  operated  by  the  Massachusetts  Society  for  the 
for  the  Prevention  of  Cruelty  to  Children  (MSPCC) . 

-  Seven  are  operated  by  local  offices  of  DSS. 

From  both  face-to-face  and  telephone  survey  interviews, 
conducted  between  November,  1985  and  February,  1986,  the 
following  were  found: 

•  There  has  been  substantial  growth  in  treatment  services  for 
sexually  abused  children  and  their  families  over  the  past 
six  years.   Accompanying  this  growth  has  been  a  shift  from 
service  delivery  under  the  auspices  of  child  abuse  and 
neglect  to  specialized  sexual  abuse  services.   Most  programs 
are  now  capable  of  offering  a  pluralistic  approach  to  the 
problem. 

•  Last  year,  the  programs  included  in  the  survey  provided 
sexual  abuse  treatment  services  to  nearly  one  thousand 
families.   Within  those  families  services  were  provided  to 
1,100  child  victims,  700  non-offending  parents  (mothers)  and 
400  male  offenders. 

•  The  operative  goals  of  the  treatment  programs  are  child- 
centered  (victim  focused)  and  reflect  a  combination  of 
both  therapeutic  and  protective  priorities.   Programs 
are   consistent  in  their  emphasis  on  preventing  further 
victimization.  Their  services  are  organized  to  address  the 
factors  that  are  thought  to  be  necessary  preconditions  for 
sexual  abuse. 
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•  The  staff  employed  in  sexual  abuse  treatment  programs 
are  highly  trained  and  very  experienced.   They 
represent  a  variety  of  mental  health,  social  service,  and 
medical  disciplines.   Their  skills  include  assessment,  group 
therapy,  family  therapy,  early  childhood  intervention, 
school  counseling,  forensic  psychology,  teen-age  pregnancy 
counseling  and  prevention,  and  adult  mental  health  services. 

•  Sexual  abuse  treatment  programs  are  well  integrated 
into  their  host  organizations,  but  enjoy  considerable 
autonomy  with  respect  to  everyday  decision-making. 

•  DSS  procedures  for  referring  clients  to  sexual  abuse 
treatment  programs  vary  in  complexity  and  may  affect 

the  timeliness  of  service  delivery.   The  responses  are  most 
timely  in  situations  where  personal  relationships 
permit  informal  referral  practices,  like  telephone 
calls  between  case  managers  and  therapists. 

•  Most  treatment  programs  conduct  comprehensive 
evaluations  of  the  needs  of  sexually  abused  children  and 
their  families;  however,  programs  vary  in  the  time  they 
allow  for  diagnostic  activities  and  in  the  diagnostic 
procedures  that  they  employ. 

•  Most  programs  have  developed  detailed  internal  quality 
assurance  mechanisms  in  order  to  monitor  standards  of 
practice.   The  majority  use  peer  or  utilization  review 
committees  and  follow  procedures  established  by  the 
Joint  Committee  on  Accreditation  of  Hospitals  (JCAH) . 

•  The  programs  in  the  survey  all  have  well-defined 
criteria  for  closing  cases,  which  include: 

-  the  availability  of  a  parent  (usually  the  mother)  who 
can  protect  the  child; 

-  a  victim  who  is  free  of  trauma-related  symptomatology 
and  who  can  act  assertively  to  protect  herself;  and 

-  an  offender  who  is  permanently  out  of  the  house,  or 
if  in  the  house  (or  returning  home) ,  has  admitted 
responsibility  for  the  abuse  and  resolved  the  issues  that 
led  to  the  abusive  behavior. 

•  Although  there  are  a  number  of  factors  that  may  mediate 
the  effects  of  sexual  abuse,  clinicians  agree  that  few 
children  emerge  unscathed  by  the  experience.   Among  the  most 
common  symptoms  reported  by  clinicians  are: 

-  a  negative  self-image  (feeling  damaged  and/or 
different,  experiencing  self  as  bad  or  evil,  etc.); 
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-  difficulty  in  forming  or  sustaining  relationships 
with  others  (trusting) ;  and 

-  various  behavioral  manifestations  (sexualized 
aggressive  or  compliant  behaviors,  physical  problems, 
etc. ) . 

Treatment  with  child  victims,  as  with  other  family 
members  is  typically  multimodal,  involving  individual, 
group,  dyadic,  and  family  forms  of  therapy.   These 
modalities  are  used  to: 

-  communicate  to  the  child  that  s/he  will  be  believed 
and  protected; 

-  help  the  child  gain  a  sense  of  mastery  and  control 
(empowerment) ; 

-  help  the  child  ventilate  feelings  of  guilt,  sadness, 
and  anger; 

-  help  the  child  to  gradually  assume  age-appropriate 
role  behaviors; 

-  help  the  child  correct  misconceptions  and  distorted 
thinking  about  abuse; 

-  validate  feelings  and  fears;  and 

-  help  the  child  overcome  her  sense  of  being  different. 


Group  therapy  is  the  preferred  method  of  treatment  for 
latency-aged  and  adolescent  victims.   Nearly  all 
programs  offer  such  services;  some  groups  are  time- 
limited,  others  long-term.   Some  are  unstructured; 
others  are  highly  organized  around  specific  themes 
and  activities.   Most,  however,  are  organized  by  age  and 
gender. 

Therapy  with  non-offending  parents  (primarily  mothers) 
typically  consists  of  a  mixture  of  traditional 
counseling,  education,  and  advocacy.   Most  programs  (80%) 
recognize  that  groups  are  a  powerful  vehicle  for  support  and 
insight  and  routinely  offer  group  work  services.   Individual 
and  group  counseling  services  are  also  aimed  at 
consciousness-raising  and  increasing  the  mother's  capacity 
to  protect  and  nurture  the  child. 
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More  than  half  of  the  programs  in  the  survey  offer  both 
individual  and  group  therapy  services  to  offenders.   Again, 
group  psychotherapy  is  the  primary  treatment  modality;  it  is 
used  in  the  early  stages  of  treatment  to  overcome  the 
offender's  classic  denial,  rationalization  and 
minimalization  of  the  sexual  offenses.   New  and  innovative 
treatment  methods,  combining  cognitive,  behavioral,  and 
psychoeducational  approaches,  are  under  consideration  for 
future  programs  in  a  number  of  sites. 

Adolescent  sex  offender  treatment  services  are  now 
offered  by  two  programs;  four  other  programs  are 
considering  such  services. 

Most  programs  provide  family  therapy  only  when  it  is 
clear  that  the  family  intends  to  reunite  and  only  after 
extensive  work  has  been  completed  in  other  modalities.   More 
often  family  subsystems  are  targeted  for  intervention  — 
mother-daugl  er,  sibling,  and  less  commonly,  father-daughter 
or  marital/adult  couples. 

There  appear  to  be  strong  working  relationships  between 
treatment  providers  and  DSS  staff;  three-quarters  of 
the  clinicians  and  administrators  interviewed  reported 
satisfactory  or  positive  relationships  with  DSS  area 
offices. 

Where  coordination  problems  between  clinicians  and  DSS 
social  workers  do  exist,  they  appear  to  be  related  to 
the  clinicians'  perceptions  that: 

-  DSS  social  workers  expect  them  to  manage  cases  as 
well  as  provide  clinical  treatment. 

-  Clinicians'  recommendations  regarding  placement  and 
reunification  are  rarely  elicited  for  case  planning. 

-  DSS  workers  need  to  monitor  certain  cases  more 
intensively  than  they  sometimes  do. 

There  is  a  consensus  among  clinicians  working  in  sexual 
abuse  treatment  programs  that  collaboration  between 
mental  health  agencies  and  the  criminal  justice  system  is 
essential  for  reducing  the  fear  and  uncertainty  that 
accompanies  criminal  justice  system  involvement  in  these 
cases.   For  example: 

-  Many  clinicians  report  that  children  in  their 
caseloads  suffered  significant  emotional  distress  as 
a  direct  result  of  court  delays. 


-  Clinicians  also  report  that  children  get  emotionally 
stuck  during  the  court  process,  and  cannot  work 
through  other  abuse-related  issues  until  some 
resolution  is  brought  to  the  matter  of  the  offender's 
culpability. 

There  is  also  a  consensus  among  clinicians  that 
authority  can  be  brought  to  bear  on  the  treatment  of 
offenders  via  close  collaboration  between  courts  and 
mental  health  agencies,  and  that  this  authority  is 
essential  to  engaging  and  maintaining  offenders' 
participation  in  treatment.  In  fact,  more  programs 
would  be  willing  to  treat  offenders  if  alternative 
sentencing  agreements  were  available  in  more  locations 
(e.g.,  pre-trial  diversion  and  supervisory  probation). 

Although  some  programs  have  attempted  to  develop 
medical  expertise  by  training  physicians  in  the 
community,  the  survey  results  indicated  that  the 
availability  of  medical  services  for  sexually  abused 
children  is  a  problem  in  many  areas  of  the  state.  More 
than  one-third  of  the  programs  surveyed  indicated  that 
there  are  no  physicians  or  nurses  in  their  communities 
trained  to  conduct  physical  examinations  of  sexually 
abused  children  or  to  collect  physical  evidence. 

During  1986,  about  1200  children  received  specialized 
sexual  abuse  treatment  services.   An  even  greater 
number  received  other  counseling  services  and  an  estimated 
10%  of  the  substantiated  cases  were  treated  by  private 
therapists.   Specialized  services  increased  during  late 
1986  and  1987.   The  increase  was  directed  primarily  toward 
services  for  boys,  children  under  5  years  of  age,  and 
children  residing  in  the  Southeastern  part  of  the  state, 
in  response  to  the  demonstrated  needs  and  shortage  of 
services  for  these  populations. 

Approximately  one-third  of  the  treatment  programs  have  some 
capacity  to  treat  Spanish  and/or  Portuguese  speakers. 
There  have  been  no  referrals  for  Asian,  Haitian,  or  Cape 
Verdean  immigrants. 

Nearly  all  programs  were  operating  at  full  capacity  by  late 
1986  and  still  are.  One-quarter  had  intermittent  waiting 
lists;  two-thirds  have  intermittent  waiting  lists  now.  One 
program  has  a  three  month  waiting  list.  This  is  in  spite  of 
contract  expansion  and  due  to  the  necessarily  long-term 
nature  of  the  treatment  process. 

Sexual  abuse  treatment  carries  with  it  considerable 
potential  for  burnout  among  workers;  families  are 
multi-problem  and  resistant,  and  treatment  is  typically 
long  term,  requiring  intense  work.  The  clinical  staff 
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in  the  sexual  abuse  treatment  programs  generally  work 
16  hours  of  direct  client  contact  and  12.5  hours  of 
collateral  contacts  each  week.  Informal  support  groups 
have  been  organized  across  the  state  for  those  who  work 
continually  in  treatment  services  for  sexual  abuse. 

Program  costs  vary  considerably  due  to  wide-ranging  unit 
rates  and  the  potential  of  the  programs  to  generate  third- 
party  dollars.  About  one-third  of  the  programs  are  not 
eligible  for  third  party  reimbursement.  About  two-thirds 
of  the  clients  are  Medicaid-eligible  or  have  private 
insurance. 
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CHAPTER  I 


PROGRAM  HISTORY 


There  are  four  identifiable  phases  in  the  recent  history  of 
publicly  funded,  child  sexual  abuse  treatment  services  in 
Massachusetts.   Each  phase  has  been  characterized  by  a  growing 
awareness  of  the  prevalence  of  child  abuse,  in  general,  and  the 
identification  of  sexual  abuse  as  distinctive  from  other  types  of 
child  maltreatment.   Prior  to  the  establishment  in  1980  of  the 
Department  of  Social  Services  as  a  separate  agency  from  the 
Department  of  Public  Welfare,  child  sexual  abuse  was  considered 
to  be  a  problem  of  low  incidence.   For  example,  a  1979  report 
published  by  the  Committee  on  Criminal  Justice  indicated  that 
only  4%  of  the  child  abuse  and/or  neglect  reports  "screened  in" 
by  the  Department  of  Public  Welfare  during  a  six  month  period  in 
1978  were  classified  as  sexual  abuse  reports.   Annualized,  this 
translated  into  approximately  560  reports  of  sexual  abuse 
statewide. (1)   In  contrast,  there  were  3,513  children  with 
substantiated  reports  of  sexual  abuse  during  fiscal  year  1985. 
These  reports  constituted  almost  20%  of  all  child  abuse  and 
neglect  reports  substantiated  during  that  year. 

While  few  services  for  sexually  abused  children  and  their 
families  were  available  in  the  mid-1970 's,  some  area  hospitals 
did  begin  to  respond  to  the  needs  of  the  child  victims  who  were 
being  identified  with  increasing  frequency  in  their  emergency 
rooms.   For  example,  in  1978,  Boston  City  Hospital  (BCH)  began  a 
victim-oriented,  crisis  counseling  program,  developed  and  staffed 


by  psychiatric  nurses.  , The  Children's  Hospital  Medical  Center 
(CHMC)  c  -o   began  to  provide  specialized  evaluations  and  short- 
term  treatment  to  victims  and  other  family  member  through  its 
Trauma  X  Team. 

Hospitals,  in  fact,  played  a  central  role  in  casefindir 
during  this  initial  phase  of  service  delivery;  in  1978,  almost 
half  of  the  reports  of  sexual  abuse  in  the  Boston  region  came 
from  area  hospitals,  most  of  them  originating  at  either  BCH  or 
CHMC. (2) 

The  second  developmental  pha.  ?.    (1980)  was  characterized  by 
an  agreement  between  the  newly-formed  Department  of  Social 
Services  (DSS)  and  the  Department  of  Mental  Health  (DMH) ,  under 
which  DMH  began  to  provide  protective  services  to  DSS  families  in 
need  of  immediate  therapeutic  intervention.   Clinically-oriented 
child  abuse  and  neglect  treatment  programs  were  subsequently 
established  in  seven  community  mental  health  centers  across  the 
state.   These  programs  sought  to  reach  families  that  were 
difficult  to  engage  in  treatment,  but  were  critically  in  need  of 
preventive,  counseling,  and  support  services  to  alter 
established  patterns  of  abuse  and/or  neglect.  Services  were 
provided  within  a  framework  of  outreach  and  advocacy:   home 
visiting  was  commonplace  and  parent  aides  were  often  used  to 
provide  social  support  and  to  teach  parenting  skills. 

Crisis  intervention  services  were  also  available  through 
walk-in  clinics  and  after-hour  emergency  hotlines.   Peer  support 
groups  were  developed  in  some  programs,  although  treatment  mainly 
took  the  forms  of  individual  and  family  counseling.   The  DMH- 
sponsored  treatment  programs  were  not  established  to  treat  sexual 


abuse  victims  per  se,  although  clinicians  gradually  became 
cognizant  of  increasing  numbers  of  sexual  abuse  cases  within 
their  caseloads  and  of  the  need  to  develop  specialized  knowledge 
and  skills  in  order  to  treat  this  populations. 

The  third  phase  of  development  (from  1981  through  1984)  was 
characterized  by  an  expansion  to  eleven  sites  of  the  DMH- 
sponsored  services,  as  well  ass  the  emergence  of  new  specialized 
treatments  for  sexual  abuse.   The  growth  of  services  was  due,  in 
large  part,  to  the  increasing  sophistication  of  the  clinical 
community  which  paralleled,  if  not  predated,  increased  reporting 
of  sexual  abuse.   Agencies  in  both  the  private  and  public  sectors 
were  growing  more  aware  of  the  actual  scope  of  the  problem  and 
beginning  to  organize  their  resources  accordingly.   Most  programs 
began  to  identify  and  train  staff  in  sexual  abuse  treatment 
during  this  time;  many  used  nationally  recognized  consultants  to 
implement  the  training,  to  offer  staff  case-specific 
consultation,  and  to  advise  administrators  on  matters  of  program 
policy  and  procedure.   In  the  private  sector,  hospitals  continued 
to  expand  services  for  child  victims,  sometimes  through  short- 
term  funding.   The  Sexual  Information  and  Trauma  Team  (SITT)  at 
North  Shore  Children's  Hospital,  for  example,  was  an  outgrowth  of 
a  federally  funded  planning  grant  to  coordinate  fragmented 
hospital  services  for  a  growing  number  of  referrals  of  sexually 
abused  clients.   Another  hospital  (New  England  Medical  Center) 
applied  for,  and  received,  a  federal  grant  to  develop  the 
capacity  for  diagnostic  evaluations  and  short-term  (twelve  week) 
crisis  intervention  services,  specifically  for  sexually  abused 
children  and  their  families. 


With  the  development  of  a  more  sophisticated  data  base  that 
pointed  to  an  increased  rate  of  sexual  abuse  reports  and 
substantiations,  some  DSS  area  administrators  also  perceived  the 
need  to  develop  agency  capacity  for  specialized  services  at  the 
local  level.   Subsequently,  some  DSS  area  offices  issued  requests 
for  proposals  (RFP's)  for  services  for  sexual  abuse.   This 
resulted  in  funding  of  some  programs  in  free-standing  mental 
health  clinics  and  social  service  agencies.   For  example,  the 
Taunton  Area  Office,  when  confronted  with  growing  client  needs 
and  a  paucity  jf  available  services,  contracted  with  Taunton  Area 
Mental  Health  Associates  for  treatment  of  both  victims  and 
offenders.   Some  DSS  area  offices  also  took  the  initiative  to 
develop  their  own  treatment  services  in  collaboration  with 
clinicians  from  the  private  sector.   For  example,  following  a 
two-day  conference  on  sexual  abuse,  the  Plymouth  Area  Office 
recruited  volunteer  therapists  to  co-lead  sexual  abuse  treatment 
groups  with  DSS  social  workers.   In  the  Haverhill  Area  Office, 
such  collaboration  served  the  mutual  interests  of  a  nearby 
hospital  in  providing  area-based  services  and  Department  staff  in 
developing  clinical  expertise. 

The  first  attempts  to  coordinate  the  diverse  interests  of 
the  protective,  criminal  justice,  and  mental  health  agencies 
involved  in  sexual  abuse  cases  took  place  during  the  third  phase 
of  service  delivery,  with  the  development  of  the  sexual  abuse 
intervention  network  (SAIN  Team)  in  Springfield.   The  SAIN  team 
was  (and  is)  comprised  of  representatives  of  DSS,  the  District 
Attorney's  office,  the  police,  the  Bay  State  Medical  Center,  and 
the  local  mental  health  center.   The  purpose  of  the  team  is  to 


reduce  the  potential  trauma  for  victimized  children  that  is 
caused  by  the  need  for  multiple  disclosures.   The  Team  provides  a 
single  entry  point  for  investigative  interviews  and  follow-up 
decisions  regarding  protection,  prosecution  and  treatment.   The 
role  of  the  multidisciplinary  team  in  coordinating  investigation, 
evaluation,  and  treatment  planning  functions  took  on  added 
significance  with  the  passage  of  Chapter  288  (the  District 
Attorney  Reporting  Bill)  in  November,  1984.   Chapter  288  mandated 
the  establishment  of  multidisciplinary  teams  in  each  (DSS)  Region 
of  the  state. 

Despite  growing  interest  in  sexual  abuse  treatment,  the 
types  and  availability  of  services  varied  widely  during  this 
third  phase  of  development.   For  example,  few  agencies  provided 
group  treatment  for  child  victims,  and  fewer  treated  offenders. 

The  fourth  (and  current)  phase  of  this  service  delivery 
system  has  been  characterized  by  rapid  expansion  of  treatment 
programs.   This  growth  is  due,  in  large  part,  to  increased 
funding  for  the  Department  of  Social  Services.   For  example,  in 
1984,  the  Massachusetts  Legislature  included  $500,000  in  the 
Department's  fiscal  year  1985  budget  for  new  program  services. 
Originally,  the  Department  had  hoped  to  establish  a  series  of 
multidisciplinary  investigation  teams,  based  on  the  Springfield 
SAIN  model,  and  four  pilot  treatment  programs,  which  were 
expected  to  service  eighty  families.   However,  due  to  extensive 
legislative  support  for  treatment  services  the  original  idea  of 
small  pilot  projects  was  quickly  replaced  by  the  issuance  of 
requests  for  proposals  (RFP's)  in  all  six  DSS  service  regions. 
Guidelines  for  the  utilization  of  this  money  were  developed  by 


the  central  Sexual  Abuse  Planning  Group.   In  addition   to 
expanded  treatment  services,  funds  were  allocated  for  sexual 
abuse  prevention  (education) ,  the  purchase  of  materials  and 
equipment  to  aid  in  diagnosis  and  treatment,  and  the  hiring  of 
expert  consultants  for  investigation  and  diagnostic  evaluations. 

With  astonishing  speed,  the  system  had  grown  from  seven  DMH 
protective  service  contracts  in  1980  to  some  thirty  specialized 
sexual  abuse  programs  in  1985.   These  treatment  programs  are 
funded  (separately  or  together)  by  DSS  and  DMH  contracts  or 
provided  directly  by  DSS  area  office  staff. 

Treatment  for  victims  of  sexual  abuse,  non-offending 
parents,  and/or  offenders  is  now  available  in  the  areas  with  the 
highest  rates  of  substantiation,  although  there  is  still 
considerable  geographic  variation  in  the  overall  distribution  of 
resources.   It  is  apparent  that  a  shift  from  generalized  child 
abuse  and  neglect  services  to  specialized  sexual  abuse  services 
has  taken  place,  and  that  most  programs  are  now  capable  of 
offering  multiple  approaches  to  the  problem.   For  example, 
although  group  treatment  is  now  largely  the  preferred  treatment 
modality,  it  is  almost  always  offered  in  conjunction  with 
individual,  dyadic  (e.g.,  mother-daughter)  and/or  family  therapy. 

In  summary,  sexual  abuse  treatment  in  Massachusetts  has 
evolved  to  a  point  where  it  now  includes  a  wide  range  of 
innovative  interventions,  offered  by  a  variety  of  human 
service  organizations  throughout  the  state.   Which  of  the  program 
models  will  prove  to  have  the  most  impact  on  the  problem  of 
sexual  abuse,  and  under  what  conditions,  remains  to  be  seen.   The 
efficacy  of  treatment  for  sexual  abuse  is  the  subject  of  a 


research  study  funded  by  the  National  Center  for  Child  Abuse  and 
Neglect  and  co-funded  and  administered  by  the  Department  of 
Social  Services.   The  results  of  that  study  should  be  of  benefit 
to  policy  makers,  administrators,  and  clinicians,  as  they 
struggle  to  make  treatment  more  responsive  to  the  needs  of 
victimized  children  and  their  families.   In  the  meantime,  it  is 
likely  that  the  service  system  will  continue  to  grow.   This  year 
(FY87) ,  three  new  SAIN  teams  will  begin  operation  (in 
Middlesex  and  Essex  Counties) ,  some  new  treatment  programs  will 
open  in  free-standing  mental  health  clinics,  and  some  established 
agencies  will  open  satellite  programs  in  adjoining  cities  and 
towns,  where  few  services  have  been  available  previously. 
Expansion  of  services  into  service  resource-poor  areas  is 
anticipated  during  FY  88. 


PROGRAM  HISTORY 
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CHAPTER  II 


PROGRAM  PHILOSOPHY  AND  GOALS 

An  organizations 's  philosophy  is  routinely  displayed  in  the 
goals  that  guide  its  everyday  activities.   A  philosophy  is  a 

* 

constallation  of  various  beliefs,  values,  perceptions,  and 
attributions,  and  is  therefore  a  usefulf  concept  for  analyzing  an 
agency's  services.   In  fact,  a  number  of  evaulation  studies  have 
used  this  concept  to  compare  and  contrast  services  to  adult  rape 
victims  and  have  concluded  that  philosophy,  or  ideology,  plays  a 
fundamental  role  in  shaping  service  delivery.   In  human  service 
organizations,  philosophy  defines  not  only  the  range  of 
strategies  to  be  employed  to  solve  those  problems.   Thus,  sexual 
abuse  treatment  programs  with  a  "conservative"  orientaiton  use 
psychodynamic  theories  of  unconscious  motivation,  organize 
services  along  traditional  counseling  lines,  and  espouse  primary 
goals  of  individual  problem  resolution.   On  the  other  hand, 
treatment  programs  with  a  "radical"  orientation  define  sexual 
abuse  as  an  oppressive  act  of  male  power  and  control,  congruent 
with  the  social,  economic,  and  political  inequality  of  women  in 
society.   As  a  result  of  this  philosophy,  these  programs  tend  to 
emphasize  political  action  over  clinical  treatment  and  they 
regard  consciousness-raising  (rather  than  rehabilitation)  as 
their  mission. (1)   Studies  have  shown  that  variations  in 
philosophies  of  victimization,  based  on  perceptions  of 
victim  capabilities,  can  affect  the  type  and  timing  of  services 


offered. (2)   It  is  known,  for  example,  that  agencies  are  less 
likely  to  develop  outreach  services  when  client  problems  are 
defined  as  intrapsychic. (3) 

As  the  following  chapters  will  describe  in  greater  detail, 
most  of  the  clinicians  interviewed  for  the  survey  approach  sexual 
abuse  treatment  from  a  philosophical  position  that  combines  both 
traditional  and  liberal  (or,  more  precisely,  what  has  been  call 
"liberal  feminist")  ideals.   That  is,  most  clinicians  refer  not 
only  to  psychodynamic  theory  in  describing  the  causes  and  effects 
of  sexual  abuse,  but  also  to  theories  of  gender  and  role 
socialization.   As  a  result  of  this  orientation,  the  services  in 
these  programs  are  typically  a  mixture  of  counseling,  education, 
and  advocacy,  aimed  not  only  at  individual  problem  resolution  and 
personality  change,  but  also  at  helping  clients  understand  the 
effects  of  gender  and  role  on  behavior  and  relationships.   This 
is  not  to  say  that  the  programs  in  the  survey  do  not  espouse 
social  action  to  promote  social  change;  indeed,  changes  in 
legislation  and  court  procedures  and  consciousness-raising  among 
medical  and  legal  professionals  and  the  community  at  large  were 
often-mentioned  goals  of  the  treatment  centers.   The  point 
is  more  that  in  contrast  with  more  radical  sexual  assault 
centers,  the  programs  in  this  survey  do  not  consider 
institutional  inequality  to  be  a  primary  target  of  their 
interventive  efforts. (4)   It  is  also  clear  from  this  survey 
that  most  programs  have  a  coherent  service  philosophy.   That 
is,  the  "official"  goals  of  most  programs  (those  general 
purposes  that  are  represented  to  the  public  at  large  through 
proposals,  mission  statements,  etc.)  and  their  "operative"  goals 
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(those  actual  ends  sought  through  operating  policies  and 
procedures)  are  logically  consistent. (5) 

For  example,  the  operative  goals  of  the  sexual  abuse 
treatment  programs  surveyed  appear  to  be  consistent  with  the 
broader  purpose  of  protection  and  prevention.   Most  of  them 
address  factors  that  are  thought  to  be  preconditions  for  sexual 
abuse:   the  offenders'  internal  motivations  (emotional  congruence 
and  arousal,  resulting  from  arrested  development  and  early 
trauma)  and  the  lack  of  external  inhibitors  (due  to  the  child's 
emotional  insecurity  and  inadequate  knowledge,  and/or  the 
mother's  emotional  absence) . (6)   Programs  may  differ,  of  course, 
in  the  specific  objectives  that  serve  their  overall  goals,  as 
well  as  in  the  methods  they  use  to  attain  those  goals.   For 
example,  most  programs  place  a  premium  on  promoting  the  child's 
own  capacity  to  protect  him/herself.   For  some  programs  this  will 
result  in  an  emphasis  on  supportive  counselling,  aimed  at 
developing  the  child's  self-esteem.   For  others,  it  will  result 
in  an  emphasis  on  education,  aimed  at  developing  the  child's 
ability  to  be  assertive.   Most  of  the  programs  also  attempt  to 
bring  about  changes  in  the  family  system,  although  here  specific 
objectives  and  methods  differ  according  to  ideas  about  the 
potential  for  family  reunification  and  the  extent  to  which  family 
interactional  patterns  are  seen  as  providing  a  context  for  the 
abuse.   For  example,  a  surprisingly  high  forty  percent  of  all 
programs  surveyed  claim  that  they  actively  work  toward  a  return 
of  the  offender  to  the  family.   Consequently,  within  these 
programs,  the  management  of  offender  behavior  is  a  primary 
treatment  goal.   Similarly,  in  those  programs  where  the 
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development  of  a  supportive  alliance  between  mother  and  daughter 
is  thought  to  be  critical  to  the  protection  of  the  child,  dyadic 
counseling  is  a  preferred  adjunct  to  individual  treatment. 
In  the  field  of  child  abuse,  the  "medical  model"  of 
treatment,  with  its  core  concept  of  remediating  psychological 
"symptoms"  (illness) ,  is  still  the  prevailing  theoretical  model 
for  public  and  private  sector  professionals. (7, 8, 9)  Given  this 
fact,  it  is  interesting  to  note  that  only  one  of  every  four 
clinicians  interviewed  indicated  that  their  primary  mission  was 
to  remedy  the  effects  of  sexual  abuse  on  child  victims.   The 
other  three-fourths  of  the  clinicians  indicated  that  their 
primary  mission  was  to  remedy  the  effects  of  sexual  abuse  on 
child  victims.   The  other  three-fourths  of  the  clinicians 
indicated  that  their  primary  goals  was  to  protect  children 
from  further  victimization.   This  is  not  to  suggest,  of  course, 
that  all  programs  do  not  share  a  deep  concern  for  the  protection 
of  children;  in  fact,  all  of  the  programs  direct  their  activities 
toward  the  restoration  of  family  functioning  in  the  interests  of 
preventing  the  occurrence  of  further  sexual  abuse.   The  point  is 
more  that  the  long-standing  problem  of  professional  response  to 
child  abuse,  a  conflict  that  has  been  called  "the  dilemma  of 
compassion  versus  control, " (10)  appears  to  have  achieved  some 
resolution  in  the  current  approach  to  sexual  abuse  treatment. 
The  historical  prerogatives  (and  responsibilities)  of  government 
agencies  in  promoting  the  ideal  of  a  "protected  childhood"  are 
now  shared  by  the  private  sector.   In  addition,  those  who  have 
traditionally  favored  treatment  approaches  that  emphasize  self- 
determination  over  authoritative  control  now  seem  more 
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enthusiastic  about  the  potential  therapeutic  benefits  of  more 
coercive  forms  of  intervention.   Although  sexual  abuse  treatment 
programs  do  not  have  a  public  mandate  (or  the  statutory 
authority)  to  protect  children  per  se,  as  does  the  Department  of 
Social  Services,  there  is  ample  evidence  from  this  survey  that 
treatment  programs  have  aligned  their  priorities  with  those  of 
the  Department.   The  comments  of  clinicians  about  their  goals, 
and  about  interagency  coordination  (see  Chapter  IX) ,  make  clear 
their  feelings  that  clinical  treatment  without  the  external 
control  that  derives  from  ongoing  protective  and  criminal  justice 
system  involvement  in  these  cases  will  be  ineffective  in  reducing 
the  risk  for  reoffense.   As  that  perception  affects  everyday 
clinical  work,  it  extends  the  curative  aims  of  traditional 
psychotherapy. (11) 

In  addition  to  client-oriented  goals,  about  half  of  the 
programs  also  mentioned  programmatic  goals  that  they  hope  to 
meet.   In  order  of  priority,  these  goals  were:   (1)  to  refine, 
solidify,  or  expand  diagnostic  and  treatment  services,  in  order 
to  better  evaluate  risk  factors  in  the  offender  and  treat  a  wider 
age  range  of  child  victims;  (2)  to  diversify  sources  of  funding; 
(3)  to  further  develop  community  education  services,  particularly 
for  local  school  systems;  and  (4)  to  initiate  research  studies 
that  will  help  program  staff  better  understand  the  impact  of 
their  interventions.   For  example,  two  research  projects  are 
planned  in  the  MSPCC  Pioneer  Valley  office;  one  will  compare 
individual  with  group  treatment  modalities  as  they  are  used  with 
latency-aged  victims.   The  other  will  compare  the  coping  styles 
of  abused  and  non-abused  children.   Three  other  programs 
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(Framingham  Youth  Guidance  Center,  Universi    of  Massachusetts 
Medical  Center,  (UMMC)  and  North  Shore  Children's  Hospital  in 
Lowell)  have  established  research  committees  to  best  decide  how 
to  use  client  background  and  test  data  for  research  purposes. 

Few  programs  operate  from  a  "pure"  philosophical  position; 
there  are  just  too  many  pragmatic  considerations  that  can  trans- 
form and  blend  goals  during  the  process  of  program  development. 
From  the  standpoint  of  service  delivery,  what  is  perhaps  most  im- 
portant is  the  relationship  of  various  belief  systems  within  the 
organization;  it  has  been  shown  that  divergent  treatment  orienta- 
tions can  threaten  the  viability  of  sexual  abuse  programs. (12) 
In  this  survey  there  was  no  evidence  of  any  significant  conflict 
over  treatment  goals  within  programs.   To  the  contrary,  there 
seems  to  be  near  universal  agreement  among  clinicians  and  ad- 
ministrators interviewed  about  the  criteria  for  successfully  ter- 
minating treatment  (see  Chapter  III) .   The  differences  that  do 
exist  have  more  to  do  with  personal  styles  and  preferred  methods 
than  they  do  with  desired  ends;  administrators  report,  for  ex- 
ample, that  staff  wit'  in  programs  will  use  confrontation,  or  be- 
havioral methods,  to  a  varying  extent.   Many  clinicians  have  no 
interest  in  treating  offenders,  either  because  they  find  the 
issue  of  offender  behavior  too  complex  (or  personally  repugnant) , 
or  because  they  doubt  the  offender's  capacity  to  change.   Some 
clinicians  are  only  now  beginning  to  work  comfortably  with 
groups.   There  are  also  differences  of  opinion  about  when  to 
close  cases  even  when  protective/  safety  issues  have  been 
resolved;  some  clinicians  are  adamant  about  keeping  cases  open 
longer  for  monitoring  purposes.   Such  diversity  should  not  be 
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surprising;  an  organization  is,  after  all,  a  collection  of  in- 
dividuals.  Each  member  brings  to  (or  develops  in)  that  organiza- 
tion a  personal  philosophy  of  treatment  that  includes  preferred 
goals,  methods,  and  expectations.   It  is  even  more  likely  that 
there  will  be  differences  in  approach  when  the  problems  to  be 
solved  are,  ultimately,  indeterminate. 

Still,  organizations  are  challenged  to  find  ways  to 
integrate  the  diverse  interests  of  their  members.   For  some 
programs  in  this  survey  such  a  synthesis  is  ensured  by  the 
process  of  staff  selection.   As  one  administrator  put  it: 

The  clients  we  see  have  either  abused  or  abdicated  power  all 
of  their  lives,  so  we  try  to  hire  staff  who  can  use  power  in 
a  compassionate  and  reasonable  manner.   That  in  itself  can 
be  a  corrective  experience  for  our  clients. 

For  other  programs,  goal  integration  is  a  dialectic  that  develops 
from  staff  meetings  and  other  forums  for  exchanging  viewpoints. 
These  individual  perspectives  on  the  causes  and  solutions  of 
problems  account  for  much  of  the  current  creative  ferment  in 
sexual  abuse  treatment,  and  will  be  the  subject  of  Chapter  V. 

It  suffices  to  say  that  the  work  of  professionals  in  sexual 
abuse  programs  throughout  the  state  is  guided  by  a  single  prin- 
ciple which  transcends  setting,  background,  or  experience — the 
obligation  to  protect  children  from  the  transgressions  of  their 
adult  caretakers.   In  the  programs  surveyed,  there  is  no  evidence 
of  the  "philosophical  drift"  that  has  characterized  sexual  as- 
sault programs  in  other  parts  of  the  country; (13)  to  the  con- 
trary, the  programs  in  this  survey  are  remarkable  in  the  extent 
to  which  they  understand,  share  and  articulate  a  common  philo- 
sophy of  caregiving. 
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CHAPTER  III 
ORGANIZATIONAL  STRUCTURE 

All  of  the  treatment  programs  in  this  survey  are  located 
within  larger  organizations.   These  organizations  vary  in  the 
extent  to  which  they  integrate  sexual  abuse  treatment  services 
with  other  services,  in  the  resources  that  they  make  available  to 
treatment  programs,  and  in  the  constraints  that  they  place  upon 
programs  with  regard  to  staffing,  program  development,  and  fiscal 
operations. 

As  with  other  types  of  programs,  the  overall  quality  of  a 
sexual  abuse  treatment  program  is  likely  to  be  influenced  by  its 
"place"  within  the  larger  setting.   In  the  following  discussion, 
therefore,  an  attempt  has  been  made  to  identify  those  factors 
that  contribute  to  the  integration  or  isolation  of  treatment 
programs  within  the  host  agency.   Issues  of  program  autonomy, 
with  respect  to  programmatic  decision-making  and  budgetary 
control,  are  also  explored.   However,  because  autonomy  is  so 
influenced  by  "professionalism"  (organizations  rely  heavily  on 
professional  standards  and  norms  as  basis  for  decision-making) , 
this  chapter  begins  with  a  discussion  of  the  education, 
experience,  and  motivation  of  the  staff  working  in  sexual  abuse 
treatment  program. 

1.)   TREATMENT  PROGRAM  STAFF 

The  foundation  of  a  clinical  program  is  its  staff.   There 
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are  many  factors  that  determine  competency  in  clinical 
work;  however,  in  this  survey  questions  were  limited  to 
the  experience,  training  and  discipline  of  the  staff  in  the 
programs  under  consideration. 

As  previously  noted,  the  twenty  programs  are  divided  into 
four  groups  based  upon  affiliation:   those  programs  that  are 
affiliated  with  large  medical  hospitals  (4) ,  those  programs 
affiliated  with  community  mental  health  or  counseling  centers 
(7) ,  those  programs  operated  by  regional  offices  of  the 
Massachusetts  Society  for  the  Prevention  of  Cruelty  to  Children 
(MSPCC)  (4) ,  and  those  programs  that  are  operated  by  local 
offices  of  the  Department  of  Social  Services  (DSS)  (5) .   MSPCC 
and  DSS  are  discussed  together  as  "child  protective  agencies." 

A)   Hospital  Units 

According  to  the  administrators  interviewed,  the  staff  of 
hospital  programs  are  experienced,  hold  advanced  degrees,  and 
work  part-time  in  the  sexual  abuse  programs.   These  programs  have 
multidisciplinary  staff,  drawn  from  the  fields  of  social  work, 
psychology,  nursing,  psychiatry,  and  pediatric  medicine.   For 
example,  the  staff  at  North  Shore  Children's  Hospital  include  two 
masters-level  nurses,  four  masters-level  social  workers,  one 
masters-level  counselor,  two  doctoral-level  psychologists,  a 
psychiatrist,  and  two  consulting  pediatricians.   Many  of  the 
staff  have  lengthy  clinical  experience  and  all  are  described  as 
having  "specific  training  and  experience  in  assessment  and 
treatment  of  sexual  abuse." 
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B)  Community  Mental  Health  Centers 

The  staff  at  the  community  mental  health  center  programs  are 
drawn  from  many  mental  health  disciplines.   Most  of  the  staff 
members  have  previous  experience  in  some  form  of  mental  health 
treatment.   Examples  include:   one  social  worker  with  twelve 
years  of  experience  in  child  protective  work;  another  social 
worker  skilled  in  early  childhood  intervention;  a  child 
psychologist  with  thirteen  years  of  experience  in  the  child  abuse 
field;  an  experienced  family  therapist;  a  former  school  guidance 
counselor;  and  a  social  worker  experienced  in  the  area  of 
substance  abuse.   Overall,  they  are  well  trained,  with  varied 
expertise,  and  are  solidly  grounded  in  the  treatment  of  child 
abuse.   Some  of  these  staff  members  work  full-time  in  the  sexual 
abuse  treatment  programs,  while  others  work  part-time. 

The  community  mental  health  center  programs  primarily  employ 
MSW-level  social  workers,  with  psychologists  included  in  two  of 
the  programs,  masters-level  counselors  at  one  program,  and  a 
pediatrician  employed  as  a  consultant  in  only  one  of  the 
programs.   The  sizes  of  these  programs  vary:   the  smallest  has 
four  members,  the  largest,  twelve  (Coastal  Community  Counseling 
Center) .   In  the  smaller  programs,  other  staff  are  also  likely  to 
see  sexual  abuse  cases. 

C)  Child  Protective  Agencies 

As  would  be  expected  from  a  voluntary  agency  with  a  long 
history  of  providing  protective  services  to  children,  MSPCC 
social  workers  are  very  experienced  in  child  protective  work  and 
in  sexual  abuse  treatment.   One  social  worker  at  the  Worcester 
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MSPCC  has  over  twenty  years  of  experience  in  protective  services. 
The  MSPCC  workers  most  often  work  full-time  for  the  agency, 
although  the  proportion  of  their  time  in  the  sexual  abuse 
treatment  program  varies.   Most  MSPCC  staff  are  at  the  MSW  level. 
Two  of  the  four  MSPCC   programs,  those  located  in  Worcester  and 
in  Holyoke,  employ  doctoral  level  psychologists.   The  number  of 
staff  at  the  MSPCC  programs  ranges  from  four  or  five  (Holyoke, 
Pittsfield)  to  eight  (Boston,  Worcester) . 

The  staff  at  the  four  programs  located  at  area  offices  of 
the  Department  of  Social  Services  (DSS)  have  extensive  experience 
working  with  sexually  abused  children  and  their  families,  by 
virtue  of  their  protective  service  role.   In  some  programs,  like 
the  Fall  River  office,  the  staff  work  part-time  in  the  sexual 
abuse  treatment  program  (but  full-time  at  DSS) .   While  very 
experienced  clinically,  the  staff  at  the  DSS  programs  generally 
do  not  have  advanced  degrees  in  the  social  services  or  mental 
health  fields  although  some  workers  are  in  MSW  programs.    All  of 
the  DSS  programs  also  employ  consultants  from  local  mental  health 
agencies  to  lead  or  co-lead  treatment  groups. 

D)   A  Sample  of  Clinicians 

As  a  supplement  to  the  data  provided  by  the  administrators 
of  the  sexual  abuse  treatment  programs,  twenty  experienced 
clinicians  were  questioned  about  their  own  experience,  training, 
ar   motivation  for  work  in  sexual  abuse  treatment. 

The  clinicians  interviewed  are  an  experienced  group.   They 
have  an  average  of  more  than  two  years  experience  in  the 
treatment  of  sexual  abuse,  and  more  than  eight  years  of  human 
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services  experience.   About  thirty  percent  of  the  group  have 
between  five  and  ten  years  of  experience,  and  another  thirty 
percent  have  more  than  ten  years  of  human  services  experience. 
Nearly  all  of  the  clinicians  interviewed  had  been  working  with 
multiproblem  families  prior  to  their  involvement  with  sexual 
abuse  treatment.   In  most  cases,  this  prior  experience  was  in  the 
field  of  child  abuse  and  substance  abuse.   The  opportunity  to 
work  directly  with  children  in  a  clinical  capacity  was,  for  many, 
a  major  factor  in  their  decisions  to  specialize  in  sexual  abuse 
treatment. 

The  factors  which  sustain  clinicians  in  their  work  vary. 
For  most,  it  is  the  conviction  that  children  who  have  been 
sexually  abused  can  be  helped  to  overcome  that  trauma  through 
supportive  therapy.   Most  of  the  clinicians  reported  that  they 
find  the  complex,  multifaceted  nature  of  the  work  a  challenge  to 
their  treatment  skills.   They  note  that  the  opportunity  to  work 
in  a  collegial  setting,  which  relies  heavily  on  peer  support, 
supervision,  and  consultation,  are  factors  that  have  contributed 
to  their  professional  development  and  continued  interest.   For 
DSS  staff,  this  is  particularly  important,  as  clinical  work  is 
looked  on  as  a  particularly  challenging  and  satisfying  aspect  of 
their  jobs. 

All  but  one  of  the  clinicians  interviewed  hold  a  Master 
level  degree,  and  two-thirds  have  MSW's.   Many  expressed  an 
orientation  toward  family  systems  theory  in  their  current 
practice  and  report  having  been  influenced  by  a  small  group  of 
nationally  known  experts  in  sexual  abuse  treatment  such  as  Sgroi, 
Groth,  Herman,  Giaretto,  Sanford,  and  Gelinis. 
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The  clinicians  expressed  the  belief  that  children  can  and  do 
recover  as  a  direct  result  of  their  interventions.   They  point  to 
this  fact  as  a  source  of  motivation  for  their  work,  as  well  as 
their  interest  in  employing  new  and  creative  techniques,  and  the 
ability  to  expand  their  clinical  knowledge. 

There  are  also  many  frustrations  in  sexual  abuse  treatment, 
as  reported  by  the  clinicians.   Among  those  most  frequently 
mentioned  by  the  clinicians  are:   working  in  a  fragmented  service 
delivery  system;  feeling  overwhelmed  and  drained  by  the  intensity 
of  the  work  and  the  countertransferential  issues  involved;  the 
frequent  need  for  long-term  treatment;  and  the  negative  effects 
of  the  work  on  their  personal  lives.   In  relation  to  the  latter 
problem,  informal  support  groups  for  clinicians  have  begun  to 
develop  across  the  state;  at  least  four  such  groups  currently 
meet  to  help  clinicians  cope  with  the  difficulties  of  sexual 
abuse  treatment  work. 

In  summary,  the  data  on  the  staffing  of  the  sexual  abuse 
treatment  programs  indicate  that  the  individuals  who  provide 
treatment  to  sexually  abused  children  in  the  programs  studied 
tend  to  be  very  experienced,  highly  trained  professionals  from  a 
variety  of  mental  health,  medical,  and  social  service 
disciplines.   Their  training  ranges  from  medical  psychiatry  to 
bachelor  level  social  work  and  their  experience  ranges  from  over 
twenty  years  to  under  two  years.   These  professionals  are  trained 
in  a  variety  of  skills  including  assessment,  group  therapy, 
family  therapy,  early  childhood  intervention,  school  counseling, 
forensic  psychology,  teen-age  pregnancy,  and  adult  mental  health 
services.   This  collection  of  experience  and  training 
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indicates  the  presence  of  services  of  significant  value  to  the 
treatment  of  sexually  abused  children  and  their  families. 

2. )   PROGRAM  INTEGRATION 

Because  the  survey  was  concerned  with  how  sexual  abuse 
treatment  programs  "fit"  into  their  larger  organizations,  program 
administrators  were  questioned  about  the  resources  provided  by 
the  larger  organization,  the  perception  of  the  sexual  abuse 
program  by  the  larger  organization,  and  conflicts  that  may  arise 
between  the  the  staff  of  the  sexual  abuse  program  and  its  parent 
organization. 

The  majority  (75%)  of  programs  are  reported  to  "fit  well" 
into  their  larger  organizations.   The  reasons  given  for  this 
integration,  however,  differ  from  program  to  program.   For  nearly 
a  third  of  the  programs,  the  "fit"  reflects  a  common  philosophy. 
For  example,  the  MSPCC  sexual  abuse  treatment  programs  report 
that  their  work  corresponds  well  to  the  overall  MSPCC  philosophy 
as  a  protective  agency.   This  philosophical  agreement  was  also 
voiced  by  some  of  the  administrators  of  DSS  sexual  abuse 
treatment  programs.   The  administrator  of  the  Haverhill  DSS 
program  pointed  out  that  because  DSS  is  mandated  to  serve 
families,  the  "in-house"  treatment  program  furthers  this  goal. 

Good  fit  via  structural  integration  of  the  sexual  abuse 
program  within  the  overall  organization  was  cited  by  four 
programs.   The  sexual  abuse  programs  at  the  West  Springfield 
Counseling  Center  and  the  Framingham  Youth  Guidance  Center  have 
equal  status  with  other  programs  at  those  agencies.   The  programs 
at  New  England  Medical  Center  (NEMC)  and  the  University 
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Massachusetts  Medical  Center  (UMMC)  are  part   of  the  child 
psychiatry  or  outpatient  departments. 

Four  program  administrators  did  not  feel  that  their  sexual 
abuse  treatment  programs  fit  well  into  the  larger  organizations 
in  which  they  are  housed.   The  principal  cause  of  the  poor  fit 
seems  to  be  program  isolation.   In  two  cases,  the  isolation  is 
physical  in  nature;  these  programs  are  housed  separately.   One 
program  reported  that  they  felt  like  they  were  just  "renting 
space"  from  the  larger  organization.   Isolation  also  appears  to 
be  caused  by  a  difference  in  the  clinical  orientation  needed  for 
the  specialized  treatment  of  the  sexual  abuse  population.   As  one 
administrator  in  a  community  mental  health  center  reported: 


The  traditional  mental  health  approach  isn't  directive. 
You  don't  tell  people  what  to  do.   You  don't  tell 
them  to  leave  their  house.   You  let  them  make  their 
own  decisions.   You  sit  back  and  paraphrase  for 
the  client.   If  you  do  that  with  a  sex  offender,  they'll 
think  you're  validating  their  view  of  the  world. 

Since  all  of  the  sexual  abuse  treatment  programs  are 

part  of  larger  organizations,  the  programs  should  benefit  from 

the  more  substantial  resources  of  the  organization.   All  of  the 

programs  surveyed  reported  that  they  receive  various  forms  of 

support  from  their  larger  organizations.   There  was  some  variance 

in  the  kinds  of  support  available,  however.   Two  of  the  programs 

reported  on-site  availability  of  medical  examinations  and 

consultations  with  pediatricians.   It  is  likely  that  the  other 

hospital-based  programs  have  these  services  as  well.   Psychiatric 

consultation  to  the  sexual  abuse  programs  appears  to  be 
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considered  a  valued  asset,  as  six  of  the  programs  receive  the 
services  of  a  psychiatrist  from  their  organizations,  and  other 
programs  expressed  need  for  psychiatric  consultation. 

Comparisons  between  the  resources  available  in  large 
hospital  settings  and  small  protective  service  agencies  are 
perhaps  unfair.   Psychological  testing,  mental  retardation  teams, 
and  adolescent  crisis  services  are  only  available  in  the  programs 
connected  to  mental  health  settings  and  hospitals.   On  the  other 
hand,  the  protective  agencies,  MSPCC  and  DSS,  frequently  cite 
their  years  of  experience  in  child  protection  as  assets  to  the 
sexual  abuse  treatment  programs. 

While  the  larger  organizations  share  resources  with  their 
sexual  abuse  treatment  programs,  the  sexual  abuse  programs  also 
provide  new  resources  to  the  larger  organization.   For  example, 
Framingham  Youth  Guidance  Center,  New  England  Medical  Center,  and 
the  Holyoke-Chicopee  Mental  Health  Center  all  report  that 
personnel  in  the  sexual  abuse  treatment  programs  provide 
consultation  to  other  clinicians   about  sexual  abuse-related 
issues. 

3.)   PROGRAM  AUTONOMY;   DECISION-MAKING  AND  BUDGETARY  CONTROL 

In  order  to  determine  the  degree  of  programmatic  autonomy, 
each  program  director  was  asked  how  decisions  are  made  in  their 
programs  and  agencies.  From  the  results  it  appears  that  most  of 
the  sexual  abuse  treatment  programs  enjoy  considerable  autonomy 
in  the  area  of  decision-making.  For  example,  two-thirds  of  the 
program  administrators  reported  that  they  can  make  routine 
programmatic  decisions  without  consulting  superiors.   Of  the 
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programs  that  have  this  autonomy,  all  regularly  involve  program 
staff  in  decision-making;  and  thirty  percent  of  these  reported 
that  decisions  were  made  collectively. 

The  twenty  administrators  of  sexual  abuse  treatment  programs 
were  also  questioned  about  the  extent  of  their  discretion  over 
budgets.   As  in  other  cases,  the  nature  of  the  program  and  the 
organization  in  which  it  resides  are  the  discriminant  factors. 

Among  the  programs  affiliated  with  community  mental  health 
centers  and  hospitals,  three-quarters  reported  that  budgetary 
decisions  are  made  collaboratively  between  the  program 
administrator  and  an  administrator  of  the  overall  organization. 
In  the  remaining  programs,  the  sexual  abuse  treatment  program  has 
its  own  budget,  and  the  program  administrator  makes  the  budgetary 
decisions.   Similarly,  each  sexual  abuse  treatment  program 
operated  by  MSPCC  has  its  own  budget,  which  is  established 
collaboratively  by  the  program  administrator,  regional 
administrator,  and  the  financial  manager  in  Boston. 

The  sexual  abuse  treatment  programs  conducted  by  area 
offices  of  DSS  either  have  no  discrete  budget,  or  a  very  limited 
allocation  by  which  consultation  services  can  be  purchased. 
When  these  funds  are  available,  area  administrators  have  day-to- 
day authority  over  their  use,  but  the  Regional  Office  maintains 
budgetary  control. 


26 


CHAPTER  IV 


PROGRAM  PROCEDURES 


Program  procedures  are  rules  that  regulate  interactions  with 
clients.   Procedures  are  thus  a  key  determinant  of  a  program's 
service  delivery  pattern.   In  most  human  service  programs, 
procedures  have  a  sequential  order,  and  follow  the  movement  of 
clients  through  a  program.   They  include:   (1)  procedures  for 
selection  and  referral  (methods  for  determining  service 
eligibility) ;  (2)  procedures  for  assessment  (methods  for 
classifying  client  problems  and  attributes) ;  (3)  treatment 
procedures  (techniques  for  bringing  about  change  in  a  client's 
status) ;  (4)  review  procedures  (methods  for  ensuring  that 
interventions  are  appropriate  and  carried  out  as  planned) ;  and 
(5)  termination  procedures  (methods  for  ending  agency  involvement 
with  the  client) . 

Treatment  procedures  -  those  methods  used  to  actually 
intervene  in  the  lives  of  sexually  abused  children  and  their 
families  -  are  the  central  feature  of  service  delivery  and  will 
therefore  receive  a  more  complete  explication  in  the  following 
chapters.   The  remaining  sequence  of  procedures,  as  they  apply  to 
the  sexual  abuse  treatment  programs  that  were  surveyed,  are 
described  below. 

1.)   REFERRAL 

At  its  most  basic  level,  the  referral  process  is  a  gate- 
keeping procedure  which  requires  transmission  of  information.   In 
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the  case  of  referral  to  sexual  abuse  treatment  programs,  there 
are  a  number  of  scenarios  for  this  exchange.   First,  referrals 
from  DSS  may  be  screened  and  priorities  set  either  by  a  group  or 
by  an  individual  at  the  regional  level  before  anyone  is  referred 
to  a  treatment  program.   For  example,  all  of  the  second-level 
supervisors  from  the  area  offices  in  the  Worcester  Region  gather 
on  a  regular  basis  to  discuss  cases  for  referral.   In  the  Boston 
Region,  one  person  organizes,  sets  priorities,  and  contacts 
administrators  or  intake  supervisors  at  the  treatment  programs 
used  by  the  Region.   Alternatively,  referrals  may  be  brought  to 
regularly  scheduled  meetings  attended  both  by  members  of  a 
particular  treatment  program  and  DSS  workers.   The  advantage  here 
is  that  more  immediate  and  comprehensive  details  of  the  case  may 
be  available.   The  ongoing  case  worker  from  DSS,  (who  has  been 
working  with  the  family)  is  in  attendance  and  able  to  provide 
information  tailored  to  the  questions  of  the  treatment  staff. 
These  referral  or  intake  meetings  are  scheduled  weekly,  biweekly, 
or  monthly,  depending  on  the  volume  of  referrals  and  the  size  of 
the  treatment  program. 

In  DSS  area  offices  where  there  has  been  a  long-standing 
relationship  with  the  treatment  program,  referral  mechanisms  may 
be  more  informal  and  simply  involve  a  telephone  conversation 
between  the  social  worker  and  the  clinician  or  administrator. 
All  programs  have  the  capacity  to  handle  emergency  cases  in  this 
manner. 

A  case  may  also  be  referred  at  different  points  in  the 
history  of  DSS  involvement:  at  intake  (immediately  after  the 
report  is  substantiated) ,  following  assessment,  or  following 

28 


assignment  to  a  DSS  worker  for  ongoing  case  management.    On 
occasion,  clinicians  from  the  treatment  programs  may  be  asked  to 
assist  DSS  staff  with  the  investigation  and/or  the  disclosure 
interview (s)  prior  to  referral.   In  these  instances,  follow-up 
referrals  are  usual. 

Information  describing  the  victim  and  the  nature  of  the 
abuse  accompanies  each  and  every  referral.   Verbal  information, 
supplied  by  a  DSS  worker  during  an  intake  meeting,  may  suffice 
although  most  programs  require  formal,  written  referrals.   For 
example,  North  Shore  Children's  Hospital  has  a  standard  form  that 
includes  the  following  types  of  information:   identifying  data; 
family  constellation;  reason  for  referral;  services  requested; 
the  nature  of  the  DA  and  DSS  involvement  with  the  family;  other 
agencies  involved;  method  of  payment;  and  a  schedule  of  times 
that  a  family  is  available  for  treatment.   For  other  treatment 
programs,  the  DSS  worker  must  provide  adequate  documentation  of 
the  child's  disclosure  of  sexual  abuse.   Sometimes,  investigation 
reports  are  requested  in  lieu  of  other  formal  intake  documents. 

Even  with  adequate  information  about  a  family,  not  every 
case  that  is  referred  to  a  program  is  accepted  for  treatment. 
About  a  quarter  of  the  programs  surveyed  indicated  that  they 
"occasionally"  receive  inappropriate  referrals  from  DSS  social 
workers.   Most  often  these  referrals  are  rejected  on  the  basis 
that  family  members  are  already  in  treatment  with  other 
therapists  (although  they  are  usually  not  keeping  appointments) . 
In  some  instance,  these  referrals  are  accepted,  conditionally, 
after  consultation  with  the  therapist.   Also  in  some  areas  where 
there  is  consistently  high  case  volume,  programs  have  given 
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priority  to  the  most  serious  cases,  usually  those  that  are 
referred  to  the  District  Attorney  under  Chapter  288.   Now  that 
Chapter  288  has  been  amended  to  include  all  cases  of  sexual  abuse 
it  is  likely  that  priority  criteria  will  change. 

2. )   ASSESSMENT/DIAGNOSTIC  SERVICES 

The  process  of  determining  appropriate  services  for  victims 
and  their  families  requires  conducting  a  diagnostic  evaluation 
that  determines  family  members'  methods  and  levels  of 
functioning,  and  the  extent  and  impact  of  the  abuse.   All  of  the 
programs  surveyed  offer  some  type  of  assessment  services  to 
sexual  abuse  victims  and  their  families.   However,  the  amount  of 
time  spent  in  diagnostic  activity  varies  from  program  to  program, 
according  to  the  number  of  family  members  that  are  to  be  seen. 
For  example,  3  0%  of  the  programs  described  the  number  of 
assessment  hours  in  relation  to  individuals,  and  saw  each  family 
member  for  an  average  of  four  hours  (range  =  3-10  hours) .   In  35% 
of  the  programs,  direct  service  hours  were  viewed  in  terms  of  the 
entire  family,  and  families  received  an  average  of  12  hours  of 
diagnostic  evaluation  (range  =  8-30  hours) .   As  a  clinician  from 
MSPCC-Worcester  noted,  the  largest  number  of  assessment  hours  are 
spent  on  cases  that  present  in  crisis. 

In  40%  of  the  programs,  the  length  of  time  to  complete  the 
assessment  averaged  30  days  (range  =4-6  weeks) .   Twenty  percent 
extend  evaluations  over  a  two  to  three  month  period.   As  was 
noted  by  some  respondents,  evaluating  victims  and  family  members 
over  a  period  of  time  serves  several  purposes.   By  not  requiring 
the  child  to  disclose  everything  in  the  first  session,  system- 
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induced  trauma  may  be  prevented.   During  the  first  interview,  the 
child  may  not  be  able  to  talk  about  his/her  abusive  experience, 
as  she  does  not  yet  trust  the  interviewer  and  may  be  afraid  of 
the  perceived  repercussions  of  disclosure.   In  addition,  meeting 
with  the  child  and  other  family  members  several  times  gives  the 
clinician  a  better  sense  of  what  the  members'  needs  and  abilities 
are,  and  hence  enables  the  family  to  feel  more  comfortable  with 
the  clinician's  final  recommendations. 

The  number  of  family  members  seen  for  assessment  varies 
across  programs.   The  factors  that  may  influence  the  decision 
include  which  family  members  have  been  referred,  the  nature  of 
the  referral,  and  the  therapist's  impressions  of  the  benefits  to 
be  gained  from  interviewing  different  family  members.   In  some 
cases,  family  members  (victim,  mother,  siblings)  may  be  evaluated 
separately  as  well  as  together.   These  assessments  (e.g.,  of 
mother  and  daughter)  aid  the  clinician  in  ascertaining  the 
quality  of  the  relationship,  and  in  the  case  of  incest,  the 
ability  of  the  mother  to  protect  her  child.   When  a  father  is 
implicated  as  the  offender,  different  evaluation  procedures  may 
be  used.   At  New  England  Medical  Center,  for  instance,  the 
offender  may  be  evaluated  by  a  different  clinician,  and  apart 
from  the  rest  of  the  family. 

About  two-thirds  of  all  programs  provide  assessments  of 
offenders  and  some  sites  have,  or  are  in  the  process  of 
developing,  offender-evaluation  protocols  that  are  highly 
specialized.   These  evaluations  may  attempt  to  determine  the 
implications  of  the  offender's  lifestyle  and  assess  other 
treatment-related  issues.   At  Coastal  Community  Counseling 
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Center,  for  example,  specialized  offender  assessments  are 
conducted.   Questions  are  asked  concerning  where  the  offender 
lives  and  works,  and  the  nature  of  his  occupation,  in  order  to 
determine  the  risk  of  his  continued  contact  with,  and  abuse  of, 
c  ildr   .   This  lifestyle  assessment  may  lead  to  specific 
agreements  between  offender  and  clinician  that  form  the  basis  of 
a  treatment  contract. 

Programs  vary  in  the  scope  of  their  diagnostic  evaluations 
and  the  means  used  to  determine  the  abuse  history  and  impact  of 
the  trauma.  As  a  result,  the  outcomes  of  assessment  procedures 
are  not  comparable  across  programs.  The  information  obtained 
ranges  from  specified  psychosocial,  sexual  and/or  mental  health 
data  to  that  available  from  detailed  family  developmental, 
social,  and  sexual  histories,  and  tests  of  current  functioning. 

More  than  half  of  the  programs  use  a  problem-oriented 
classification  system  (such  as  DSM-III)  as  part  of  their 
evaluation  of  victims.   Almost  the  same  proportion  employ 
psychological  testing.   The  testing  serves  a  variety  of 
functions.   With  children,  human  figure  drawings  may  provide  a 
non-threatening  way  to  express  the  impact  of  the  abuse  on  body 
integrity  and  self-esteem.   In  some  programs,  such  as  the 
Framingham  Youth  Guidance  Center,  offenders  are  given  a  battery 
of  tests  (e.g.,  WAIS,  Rorschach,  TAT,  MMPI)  to  assess  level  of 
cognitive  functioning,  degree  of  psychopathology,  and  capacity 
for  impulse   control.   At  the  University  of  Massachusetts  Medical 
Center  (UMMC) ,  mothers  of  victims  are  administered  standardized 
objective  instruments  (MMPI,  Beck  Depression  Inventory)  to 
determine  degree  of  psychopathology  and  depressive  symptoms. 
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These  objective  measures  are  intended  to  aid  the  clinician  in 
assessing  the  mother's  level  of  functioning  and  her  ability  to 
help  and  protect  her  child. 

When  assessing  and/or  treating  sexually  abused  children  and 
their  families,  agencies  maintain  stringent  rules  of 
confidentiality.   In  many  of  the  programs,  prior  to  treatment, 
parents  must  sign  release  of  information  forms.   This  written 
consent  enables  clinicians  to  communicate  with  DSS  about 
different  aspects  of  the  case.   For  example,  if  someone  is  at 
risk  of  further  abuse,  clinicians  need  to  notify  the  appropriate 
people  so  that  family  members  are  protected.   Most  programs 
follow  up  their  assessments  with  written  reports  to  DSS,  which 
include  assessment  results,  as  well  as  treatment  recommendations. 
In  cases  where  it  is  requested,  copies  of  reports  are  also 
submitted  to  the  courts. 

Following  assessment,  cases  are  assigned  for  treatment. 
One  of  two  procedures  is  generally  used  to  determine  which 
clinician  is  assigned  to  the  case.   Assignments  are  based  either 
on  clinical  expertise  or  clinical  management.   With  the  first 
procedure,  the  clinician's  capacity  to  work  with  particular  types 
of  clients  (e.g.,  young  female  victims,  male  offenders,  mothers) 
is  the  determining  factor.   Alternatively,  cases  may  be  assigned 
on  a  rotating  basis  with  clinician  availability  the  primary 
consideration. 

3.)   SUPERVISION 

Professionals  who  provide  clinical  services  to  sexually 
abused  children  and  their  families  are  called  upon  to  make 
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clinical  assessments  of  risk  to  a  child  or  adult,  and  to 
thoroughly  evaluate  the  functioning  of  family  members  and  their 
treatment  needs.   In  order  to  accomplish  these  difficult  tasks, 
most  clinicians  make  use  of  discussions  with  an  experienced 
clinician  to  discuss  the  important  case  issues,  work  out 
solutions  to  problems,  and  get  support  for  the  decisions  that 
have  been  made.   These  discussions  constitute  the  critically 
important  function  of  supervision  in  sexual  abuse  treatment 
programs . 

A  minimum  of  one  hour  per  week  of  clinical  supervision  is 
provided  to  all  treatment  staff  in  each  of  the  programs  surveyed. 
In  most  cases,  an  administrator,  coordinator,  or  advanced 
clinician  provides  supervision  to  the  clinical  staff.   A 
consultant  from  another  department  or  another  agency  is  sometimes 
called  upon  to  supervise  staff  in  their  treatment  roles;  this  is 
the  case  in  the  Haverhill  DSS  office  and  at  the  Framingham  Youth 
Guidance  Center.   In  addition  to  clinical  supervision,  it  was 
reported  that  administrative  meetings  are  often  used  for  clinical 
support . 

Several  programs  identified  special  features  of  supervision. 
For  example,  MSPCC  Worcester  and  New  England  Medical  Center 
reported  that  they  have  "on  call"  supervision  as  needed.   The 
program  at  Boston  City  Hospital  reported  that  they  maintain  a 
discrete  separation  between  administrative  and  clinical 
supervision,  so  that  "accountability  and  paperwork  issues  won't 
interfere  with  clinical  decisions."   Peer  supervision  or  review 
is  utilized  by  Northern  Berkshire  Mental  Health  Center,  Coastal 
Community  Counseling  Center,  and  the  Fall  River  DSS,  where  group 
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leaders  discuss  group  progress  and  difficulties. 

As  the  administrator  of  the  Coastal  Community  Counseling 
Center  program  pointed  out,  peer  supervision  is  extremely 
important  because  the  program  staff  tend  to  recreate  the  dynamics 
of  the  families  being  treated.   In  peer  supervision,  much  energy 
is  devoted  to  creating  healthy  relationships  between  staff 
members.   One  way  the  meetings  accomplish  this  is  to  clarify  case 
responsibilities  when  a  number  of  clinicians  are  working  with 
different  members  of  large  families. 

4. )   QUALITY  ASSURANCE  MECHANISMS 

Policies  that  help  to  ensure  that  families  are  being  well 
cared  for  and  adequately  protected  have  been  implemented  at  each 
program.   Some  of  these  quality  assurance  mechanisms  are  mandated 
by  DSS.   On  all  open  cases  (where  an  abuse  report  was 
substantiated)  DSS  requires  a  case  review  within  six  months  to 
"assess  the   status  of  the  case,  evaluate  the  effectiveness  of 
services  provided,  and  determine  the  extent  of  progress  made  by 
the  family." (1)   If  a  child  is  in  group  or  foster  care,  this 
review  is  conducted  by  independent  reviewers  rather  than  by  the 
DSS  case  workers. 

Four  different  types  of  reviews  predominate  at  child 
protection  agencies,  community  health  centers,  and  hospitals.   At 
UMMC  and  at  Coastal  Community  Counseling  Center,  for  example, 
peer  review  committees  discuss  the  status  of  cases.   At  other 
programs,  such  as  MSPCC-Worcester,  cases  are  reviewed  with 
supervisors  on  a  weekly  basis.   At  MSPCC-Boston,  consultants  are 
hired  to  go  over  the  clinical  decisions  and  courses  of  treatment 
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for  various  cases. 

In  addition,  all  community  mental  health  centers  and 
hospital-based  programs  utilize  standards  developed  by  the  Joint 
Committee  on  Accreditation  of  Hospitals  (JCAH) .   These  standards 
require  "evidence  of  a  well-defined,  organized  program  designed 
to  enhance  patient  care  through  the  ongoing  objective  assessment 
of  important  aspects  of  patient  care  and  the  correction  of 
identified  problems. " (2)   For  example,  New  England  Medical  Center 
has  a  utilization  review  committee  that  addresses  JCAH  standards; 
that  committee  reviews  clinical  diagnoses,  time  spent  in 
treatment,  and  the  adequacy  of  service  plans  and  treatment  goals. 

Although  not  required  by  the  licensing  board,  one  agency 
instituted  its  own  internal  review  procedures  with  standards 
similar  to  those  of  JCAH.   Taunton  Area  Mental  Health  Associates, 
a  private  mental  health  agency  with  a  DSS  treatment  contract,  has 
an  internal  review  committee  comprised  of  a  psychiatrist, 
psychologist,  and  social  worker,  which  conducts  quarterly  case 
reviews.   The  committee  members  examine  the  correspondence 
between  treatment  goals  and  clinical  practice.   They  also  review 
the  clinical  expectations  for  the  upcoming  quarter. 

5.)   CASE  CLOSURE 

Ideally,  the  decision  to  close  a  sexual  abuse  case  is 
made  by  the  family,  the  DSS  protective  service  worker,  and  the 
clinician (s)  involved  in  treating  the  family.   Across  treatment 
programs,  there  are  some  shared  beliefs  about  what  constitutes 
positive  outcomes,  most  notably  a  reduced  or  eliminated  risk  of 
further  abuse,  and  adequate  functioning  on  the  part  of  the  child. 
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How  these  outcomes  are  defined,  however,  varies  from  program  to 
program,  but  usually  involves: 

(1)  the  availability  of  a  parent  (usually  the  mother) 
who  can  protect  the  child; 

(2)  a  victim  who  is  free  of  trauma-related  symptom- 
atology and  can  act  assertively  to  protect  herself;  and 

(3)  an  offender  who  is  permanently  out  of  the  house, 

or  if  the  offender  is  in  the  house  (or  returning  home) , 
he  or  she  has  admitted  responsibility  for 
the  abuse  and  resolved  the  issues  that  led  to  the 
abusive  behavior. 

Clinicians  use  a  wide  range  of  indicators  to  arrive  at  the 

decision  to  close  a  case.   Obviously,  criteria  for  case  closure 

reflect  the  therapeutic  orientations  of  the  clinicians.   That  is, 

solutions  emerge  in  relation  to  the  identification  and 

description  of  a  problem.   Below  are  the  criteria  used  to 

indicate  that  problems  associated  with  sexual  abuse  have  been 

allayed.    For  the  victim,  the  following  criteria  may  be 

employed.   The  victim: 

•  can  describe  the  abuse  and  externalize  the  blame; 

•  does  not  feel  powerless; 

•  has  developed  a  sense  of  mastery; 

•  has  improved  self-esteem; 

•  can  take  steps  to  protect  herself; 

•  displays  age-appropriate  sexual  behavior;  and 

•  displays  age-appropriate  social  skills. 

For  the  non-offending  parent,  the  following  criteria  may  be  used. 
She  or  he: 

•  can  nurture  or  protect  child; 
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•  has  worked  through  her  own  victimization; 

•  can  set  limits  and  be  assertive; 

•  is  clear  in  her  loyalties;  and 

•  has  an  improved  self-image. 

For  offenders,  other  indicators  are  utilized.   The  offender: 

•  has  moved  through  typical  stages  of  denial, 
minimalization,  and  externalization  to  full 
acceptance  of  his  behavior; 

•  has  learned  and  integrated  replacement  behavior; 

•  takes  responsibility  for  his  own  actions; 

•  has  empathy  for  the  victim; 

•  has  eliminated  substance  abuse,  if  relevant;  and 

•  has  the  ability  to  tolerate  frustration  and  cope 
with  stress. 

A  few  programs  also  specify  family  system  indicators  as 
measures  of  successful  treatment  outcome.   These  include: 

•  clarified  roles  and  defined  role  boundaries; 

•  the  appropriate  use  of  authority; 

•  family  ability  to  interact  with  and  trust  outsiders; 

•  improved  abilities  of  family  members  to  meet  each 
other's  emotional  needs; 

•  improved  communication  between  family  members; 

•  sexual  re-engagement  of  offender  and  spouse ;  and 

•  the  family's  ability  to  use  the  social  service 
system  for  help. 
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CHAPTER  V 
POPULATIONS  SERVED  BY  THE  SEXUAL  ABUSE  PROGRAMS 

The  intent  of  this  chapter  is  to  describe  (1)  the  affective, 
attitudinal  and  behavioral  impact  of  sexual  abuse  on  children; 

(2)  the  characteristics  of  offenders  and  non-offending  parents; 

(3)  the  dynamics  of  families  where  intrafamilial  has  occurred; 
and  (4)  the  various  modalities  and  techniques  employed  in  the 
treatment  of  child  victims,  offenders,  non-offending  parents,  and 
other  family  members.   The  information  contained  in  this  chapter 
was  obtained  through  interviews  with  twenty  experienced 
clinicians  who  work  in  the  treatment  programs  described  earlier 
in  this  report. 

1. )   CHILDREN 

The  way  in  which  a  child  reacts  to  the  experience  of  having 
been  sexually  abused  is  thought  to  be  related  to  a  number  of 
factors,  including  the  age  of  the  child,  the  nature  of  the 
offense,  and  the  response  of  the  non-offending  parent  and  other 
adults  after  the  disclosure  of  the  abuse.   Given  these  vari- 
ations, clinicians  were  asked  to  discuss  the  psychological  prob- 
lems most  often  seen  in  victims.   The  findings  are  as  follows: 

A)   The  Psychological  Impact  of  Sexual  Abuse 

1.   Self-Concept  and  Relationship  with  Others 

All  of  the  clinicians  interviewed  reported  that  the 
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children  that  come  to  them  for  treatment  following  an  abusive 
experience  have  low  self-esteem.   This  is  evidenced  in  feelings 
of  being  damaged,  or  of  somehow  being  bad,  or  evil.   In  addition 
to  this  impaired  sense  of  self,  relationships  with  others  are 
affected  by  the  abusive  experience.   Most  often  noted  were 
difficulties  in  trusting  others.   As  a  result  of  this  lack  of 
trust,  many  children  cannot  form  or  sustain  meaningful 
relationships.   For  some,  this  problem  is  manifested  in 
withdrawal  from  peers  and  adults.   Other  children 
indiscriminately  cling  to  their  peers,  or  are  aggressive  toward 
them.  For  sexually  abused  children,  the  world  is  not  seen  as  a 
safe  or  nurturing  place  to  live,  and  this  perception  is 
generalized  to  adults  and  children  alike. 

Therapists  also  report  that  child  victims  frequently  have 
ambivalent  feelings  about  those  who  abuse  them.   Often,  this 
ambivalence  is  expressed  in  separation  anxiety  following 
disclosure,  but  it  may  also  be  expressed  during 
therapy,  in  confused  feeling  of  love  and  anger. 

2. )   Behavioral  Symptoms 

If  one  set  of  behavioral  characteristics  of  sexually  abused 
children,  could  be  delineated,  identification  of  such  children 
would  be  aided.   It  appears,  however,  that  there  is  no  consistent 
set  of  behavioral  manifestations  of  sexual  abuse.   According  to 
the  clinicians  surveyed,  behavioral  reactions  depend  on  the  age 
of  the  child,  the  nature  of  the  abuse,  and  individual 
characteristics.   Younger  children,  for  example,  have  been 
observed  to  exhibit  various  sexualized  behaviors  atypical  for 
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their  age,  such  as  sexualized  play  (with  toys,  animals,  or 
playmates) ,  excessive  masturbation,  and  provocative  behavior  with 
adults. 

Prepubertal  male  victims  are  often  observed  to  be  sexually 
aggressive,  while  adolescents  appear  to  express  their  responses 
to  trauma  through  drug  and  alcohol  abuse,  running  away,  suicidal 
ideation  and  behavior,  promiscuity,  and  prostitution.   Aggressive 
responses  to  sexual  abuse  are  seen  by  the   therapists  as  attempts 
by  the  abused  children  to  achieve  a  sense  of  control  or  power 
over  other  in  order  to  compensate  for  their  own  feelings  of 
powerlessness.   Aggressive  acting-out  is  commonly  seen  in  conduct 
and  discipline  problems  at  school,  and  is  occasionally  observed 
in  dramatic  and  dangerous  ways  such  as  firesetting.   Male  victims 
often  exhibit  these  symptoms  in  what  is  thought  to  be  evidence  of 
a  transition  from  victim  to  offender. 

Nightmares  and  feelings  of  terror  are  not  uncommon  among 
abused  children.   Some  children  experience  a  fear  of  a  particular 
person  or  place,  or  are  consumed  by  a  fear  of  dying.   In  some 
cases,  it  is  thought  that  fears  and  nightmares  are  the  result  of 
threats  of  punishment  made  by  the  offender  for  revealing  a 
secret.   Clinicians  reported  that  some  children  experience 
"flashbacks"  of  the  abusive  experience. 

B. )   Somatic  Symptoms 

The  effect  of  the  trauma  of  sexual  abuse  can  often  be 
manifested  as  physical  symptoms  in  the  child.   Among  them 
are  enuresis  (bed-wetting)  and  encopresis  (soiling) .   Eating 
disorders,  such  as  anorexia,  bulimia,  and  obesity  are  seen 
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in  abused  children,  as  well  as  problems  of  physical  coordination. 
These  symptoms  are  viewed  by  therapists  as  evidence  of  an 
impaired  sense  of  body  integrity.   Some  children  have  in  fact 
been  physically  damaged  by  the  abusive  experience,  and  may 
exhibit  genital  injuries,  venereal  diseases,  and  pain  as  a  result 
of  the  abuse. 

4 .   "Asymptomatic  Children" 

Finally,  there  appears  to  be  a  group  of  children  who  exhibit 
no  signs  of  trauma  from  sexual  abuse.   Few  therapists,  however, 
believe  that  these  children  remain  untouched  by  the  abusive 
experience.   These  children  are  described  as  having  a  "facade  of 
well  being,"  evidence  of  a  dissociative  reaction  to  the  abuse. 
Other  children  appear  compliant  or  pseudomature .   While  these 
children  do  not  exhibit  overt  signs  of  traumatization,  there  is 
little  evidence  to  indicate  that  the  experience  of  sexual  abuse 
has  affected  them  less  severely  than  those  children  whose 
symptoms  are  more  clearly  observable. 

B. )   Psychotherapeutic  Treatment 

1.   Crisis  Intervention:   The  therapists  interviewed  for 
this  survey  believed  that  if  the  crisis  brought  on  by  incest  and 
its  disclosure  is  not  attended  to  with  crisis  intervention,  the 
child's  reactions  would  solidify,  become  "entrenched"  and  "sealed 
over,"  making  treatment  more  difficult.   Unfortunately,  fewer 
than  half  the  clinicians  surveyed  indicated  that  they  are  able  to 
offer  crisis  intervention  services  to  child  victims  and  their 
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families. 

When  clinicians  intervene  during  the  crisis  period, 
they  communicate  to  the  child  that  s/he  is  believed,  is  not  to 
blame  for  what  happened,  and  that  s/he  will  be  protected. 
Clinicians  use  the  crisis  intervention  period  to  establish  the 
therapeutic  setting  and  climate  as  a  place  where  the  child  can 
feel  safe,  express  ambivalent  feelings,  and  ask  any  kind  of 
questions. 

This  initial  intervention,  which  typically  lasts  six  to 
eight  weeks,  is  aimed  at  minimizing  further  anxiety  by  clarifying 
questions  about  the  future  of  the  family,  and  educating  the  child 
about  the  criminal  justice  process.   Clinicians,  recognizing  that 
child  victims  have  difficulty  with  trust,  underscored  the 
importance  of  openness,  consistency,  and  therapist  availability 
during  the  crisis  intervention  period. 

2.   Individual  Psychotherapy:   Following  the  crisis 
intervention  period,  most  children  continue  to  work  with  the 
assigned  clinician  in  individual  therapy.   One  major 
goal  of  individual  treatment  is  empowerment  -  helping  the 
child  gain  a  sense  of  mastery  and  control  over  the  abusive 
experience.   Therapists  use  modeling,  role  play,  and 
assertiveness  training  to  help  the  child  understand  that  s/he  has 
the  right  of  ownership  to  her/his  body,  and  s/he  can  develop 
safeguards  against  further  victimization  by  adults. 

Another  goal  of  individual  treatment  is  to  encourage  child 
victims  to  express  feelings  of  guilt,  sadness,  and  anger.  Many 
therapists  felt  that  failure  to  explore  one's  reactions  to  the 
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abi  >ive  experience  can  result  in  dissociation.   Therapists 
attempt  to  help  the  child  connect  past  and  current  behavior  to 
his  or  her  feelings,  in  order  to  help  the  child  recognize  and 
manage  feelings  related  to  the  abuse,  and  reduce  "acting-out"  of 
those  feelings. 

3.   Group  Therapy;   After  an  initial  period  of  individual 
treatment,  child  victims  are  frequently  assigned  to  a  group. 
Group  therapy  is  used  to  correct  misconceptions  and  distorted 
thinking,  and  allow  expressions  of  feelings  and  fears.   Group 
therapy  is  particularly  useful  for  overcoming  a  child's  sense  of 
"dif ferentness. "   According  to  therapists,  the  presence  of  other 
group  members  who  have  survived  the  abuse  instills  a  sense  of 
hope  in  child  victims. 

A  variety  of  therapeutic  groups  take  place  in  sexual  abuse 
treatment  programs  across  the  state.   They  include  time-limited 
groups,  long-term  groups,  unstructured  and  highly  organized 
groups.   Groups  are  almost  always  organized  by  age  and  gender. 
In  the  case  of  adolescent  groups,  co-therapists  of  the  two  sexes 
form  the  leadership  whenever  possible.   Group  leaders  employ  a 
variety  of  techniques,  including  games,  art,  problem-solving 
exercises,  role  play,  and  skill  building. 

2. )   MOTHERS 

As  the  non-offending  parent  in  most  incest  cases,  mothers 
are  often  viewed  as  conscious  or  unconscious  collaborators  in  the 
sexual  abuse  of  their  children.   This  section  will  report  on  the 
beliefs  of  the  therapists  in  surveyed  treatment  programs  with 
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regard  to  the  role  of  the  mother  in  intrafamilial  abuse  as  well 
as  give  a  brief  overview  of  the  therapeutic  treatment  of  mothers 
of  victimized  children. 

A)   Maternal  Response 
1.   Collusion 

While  the  notion  that  mothers  collude  in  father-daughter 
incest  has  become  popular  in  the  literature,  the  therapists 
surveyed  believed  that  there  is  a  wide  range  of  maternal 
behaviors  in  sexual  abuse  cases.   Some  mothers  act  quickly  to  end 
the  abusive  situation  when  they  become  aware  of  it.   Other 
mothers  fail  to  respond  because  they  are  significantly  impaired 
in  their  capacity  to  parent  because  of  emotional  disturbance. 
Others  are  impaired  in  their  ability  to  react  to  the  abuse 
because  they  are  intimidated  and  frightened  by  the  behavior  of 
their  partners,  who  control  the  family  through  the  use  of  threats 
of  violence  or  abandonment. 

In  fact,  few  clinicians  in  this  survey  felt  that  mothers 
actively  collude  in  the  sexual  abuse  of  their  children.   About 
three-quarters  of  the  respondents  felt  that  most  mothers  they  had 
treated  were  unaware  of  the  abuse  at  the  time  it  occurred,  and 
that  when  they  did  find  out,  they  acted  to  stop  it.   Many 
mothers,  however,  did  play  an  indirect  role  in  the  continued 
occurrence  of  abuse  through  their  denial  of  the  problem. 

2 . )   Denial 
As  therapists  try  to  understand  the  occurrence  of  denial  of 
sexual  abuse  in  the  mothers  of  abused  children,  they  consider  a 
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number  of  factors  to  be  related  to  this  denial.   Therapists  most 
frequently  cited  the  mother's  "unconscious  hostility  toward  the 
daughter"  as  a  factor  in  her  denial  of  the  existence  of  incest. 
About  half  of  the  clinicians  who  identified  this  factor  saw  it  as 
a  long-  standing  condition  that  existed  prior  to  the  abuse.   The 
other  half,  however,  saw  the  hostility  as  jealousy  of  the 
child's  elevated  status  within  the  family  (i.e.,  the 
attention  given  the  daughter  by  the  offender) . 

The  second  most  frequently  mentioned  factor  in  denial 
was  "silence  in  return  for  personal  and  economic  safety." 
Many  clinicians  felt  that  mothers  frequently  do  not  observe 
or  respond  to  covert  and  overt  signs  of  abuse  because  they 
are  immobilized  by  fear.   In  the  words  of  one  therapist, 
"It's  easy  to  overlook  things  when  you're  terrified  of  being 
beaten,  or  worse  still,  being  left  alone  with  five  kids." 

The  third  most  mentioned  factor  in  denial  is  the  mother's 
own  prior  history  of  victimization.   Slightly  more  than  half  of 
the  mothers  seen  in  sexual  abuse  treatment  programs  were 
themselves  victims  of  sexual  abuse.   Clinicians  suggest  that  a 
dissociative  response,  as  seen  with  post-traumatic  stress 
syndrome,  is  the  operative  principle  in  these  situations.   In  the 
view  of  many  of  the  therapists,  some  mothers  are  less  able  to  act 
on  their  intuitive  sense  that  something  is  wrong  (or  on  the 
child's  disclosure  to  them),  because  to  do  so  would  force  them  to 
re-experience  painful  memories  of  their  own  victimization. 

3 . )  Unavailability 
Finally,  many  therapists  reported  that  they  consider  some 
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mothers  to  be  emotionally  and  physically  unavailable  to  other 
family  members,  and  that  this  unavailability  contributes  to  the 
vulnerability  of  their  children  to  the  perpetrator.   These  cases 
share  a  number  of  similar  characteristics.   The  mother-daughter 
relationship  is  frequently  problematic,  as  these  mothers  are 
overwhelmed  by  guilt,  anger,  or  anxiety  (as  a  result  of  previous 
or  current  victimization) .   Many  times,  due  to  economic 
necessity,  the  mother  is  absent  from  the  home  working  second 
shifts,  or  holding  two  jobs.   Her  sexual  relationship  with  her 
adult  partner  is  often  strained.   Clinicians  noted  that  these 
characteristics  do  not  imply  any  causal  relationship  between  the 
availability  of  the  mother  and  the  abuse  of  her  child.   They 
agree  that  it  is  the  offender  who  bears  full  responsibility  for 
the  abuse. 

B. )   Psychotherapeutic  Treatment 

It  appears  that  clinicians  who  participated  in  this  survey 
have  synthesized  a  treatment  approach  in  their  work 
with  mothers  of  sexually  abused  children  which  draws  from 
both  the  feminist  and  psychodynamic  schools  of  thought. 
Their  clinical  work  emphasizes  support,  empowerment, 
skill-building,  and  the  resolution  of  early  trauma.   The 
clinicians  reported  that  they  work  hard  to  create  an  empathic, 
non- judgmental  climate  in  which  mothers  can  explore  what  has 
occurred  in  their  personal  and  family  lives. 

The  early  stage  of  treatment  focuses  on  the  mother's  shock 
or  denial,  and  therapists  must  tolerate  the  often  ambivalent 
feelings  expressed  by  the  mothers,  while  not  fixing  blame.   The 
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clinicians  provide  guidance  and  support  with  regard  to  the 
criminal  justice  and  protective  procedures  being  experienced  by 
the  mother  during  the  post-disclosure  period.   It  is  during  these 
early  meetings  that  the  mother  is  most  likely  to  feel  vulnerable, 
and  many  therapists  offer  concrete  help  and  reassurance. 

Over  half  of  the  programs  surveyed  offer  outreach  services 
to  mothers,  including  home  visits,  transportation,  and  advocacy. 
One-third  of  the  clinicians  reported  that  they  routinely  arrange 
day  care,  homemaker,  and  job  training  services  for  mothers. 

After  the  crisis  of  disclosure  has  past,  most  mothers  enter 
group  therapy.   Eighty  percent  of  surveyed  programs  offer  group 
therapy  for  mothers.   The  group  is  a  powerful  vehicle  for 
support,  as  members  can  share  similar  experiences  and  problems. 
Members  are  given  permission  to  express  feelings  of  anger,  guilt, 
and  failure.   The  groups  also  serve  as  social  support  networks, 
providing  an  antidote  to  pervasive  feelings  of  isolation. 

In  both  individual  and  group  therapy,  therapists  attempt  to 
address  the  issues  of  low  self-esteem  and  the  abdication  of  power 
in  their  clients,  often  combining  psychoeducational  work  with 
psychotherapy.   Mothers  are  encouraged  to  set  clear  limits  with 
the  children  and  partners.   They  are  taught  how  to  respond  to  the 
consequences  of  trauma  such  as  nightmares  and  enuresis. 
Activities  which  promote  positive  parent-child  interaction  are 
also  employed. 

3.)   FAMILIES 

A. )   Structural  Features 

Most  of  the  therapists  who  were  interviewed  reject  a  notion 

48 


put  forth  by  some  family  systems  theorists,  which,  in  their  view, 
displaces  blame  from  the  offender  to  the  dynamics  of  the  entire 
family.   They  do,  however,  report  that  they  use  a  systems 
perspective  in  their  work  with  sexually  abused  children  and  their 
families,  and  view  family  dynamics  from  a  family  systems 
perspective.   Three-quarters  of  the  clinicians  interviewed 
discussed  sexual  abuse  in  relation  to  one  or  more  of  the 
structural  features  described  below: 

•  A  Lack  of  Clear  and  Consistent  Internal  Family  Boundaries: 
Generational  boundaries  between  parents  and  children  are  blurred. 
Children  often  take  on  adult  family  functions.   The  families  are 
enmeshed  and  chaotic.   There  is  little  or  no  private  space. 
Coalitions  are  maintained  by  secrecy,  threats,  or  promises. 

•  Rigid,  External  Boundaries:   The  families  are  socially 
isolated,  and  rarely  attend  community  activities.   Their 
neighbors  know  little  about  them.   Family  members  have  limited 
individual  friendships;  the  children  do  not  bring  schoolmates 
home.   Visiting  is  limited  to  the  family  of  origin.   Outsiders 
are  seen  as  hostile  and  threatening. 

•  Disengaged  and  Enmeshed  Family  Subsystems:   The 
relationship  between  the  mother  and  the  daughter/victim  is  weak 
as  is  the  relationship  between  the  mother  and  father/ father 
figure,  in  terms  of  time  spent  together  and  affection  given.   The 
father-daughter  coalition  is  particularly  enmeshed;  the 
relationship  is  highly  dependent  and  exclusive. 
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•  Inequitable  Distribution  of  Power  and  Authc:ity:   The 
families  are  patriarchal  and  autocratic.   Rules  are  rigid  ad 
strictly  enforced.   Roles  are  stereotyped,  negotiation  is  non- 
existent, and  differences  cannot  be  discussed.   Spouse  abuse  may 
also  be  present. 

•  Role  Reversal:   Clinicians  also  cite  role  reversal  as  an 
important  family  dynamic  in  sexual  abuse  cases.   More  than  half 
of  the  respondents  reported  that  they  frequently  see  child 
victims  who  have  been  parentified,  who  have  assumed  adult  task 
functions,  such  as  cooking,  laundry,  and  child  care. 
Parentif ication  of  the  oldest  daughter  is  frequent  in  large 
families,  where  the  mother  is  emotionally  and  physically  depleted 
by  the  demands  of  family  members. 

B. )   Psychotherapeutic  Treatment  of  Families 
Family  therapy  usually  implies  the  participation  in 
treatment  by  all  members  of  a  family .   Family  therapy  in  sexual 
abuse  cases,  however,  is  most  frequently  conducted  without  the 
concurrent  participation  of  all  family  members.   Therapists  may 
be  guided  by  a  family  systems  approach  in  their  case 
formulations,  and  in  their  work  with  individuals,  dyads,  and 
groups.   Among  the  goals  reported  for  these  modalities, 
respondents  identified:   1)  individuation;  2)  exploration  of 
loyalties;  3)  exploration  of  experiences  in  the  family  of  origin; 
4)  role  expectations;  and  5)  negotiation  of  rules  regarding 
privacy. 

Change  in  a  family,  according  to  the  therapists  surveyed,  is 
more  likely  when  family  subsystems  are  targeted  for  intervention. 
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Because  the  mother-daughter  alliance  is  thought  to  be  so  central 
to  the  prevention  of  further  abuse,  mothers  and  daughters  are 
often  treated  together.   The  second  most  commonly  treated  sub- 
system is  the  siblings  in  a  family.   Offender-victim  dyads  are 
seen  in  2  0%  of  the  programs  surveyed.   These  meetings  take  place 
only  in  cases  of  incest,  and  after  the  offender  has  acknowledged 
guilt,  apologized  to  the  child,  and  the  child  has  worked  through 
the  trauma  and  is  willing  to  participate. 

Treatment  of  the  adult  couple  is  even  more  infrequent,  which 
may  be  due  to  the  small  number  of  families  which  reunite  after 
the  disclosure  of  sexual  abuse.   When  couples  are  seen  together, 
the  focus  of  treatment  is  usually  co-parenting  roles,  and  their 
sexual  relationship. 

Family  meetings,  including  all  family  members,  are  held  when 
it  is  the  wish  of  the  family  to  reunite.   These  meetings  take 
place  after  extensive  individual,  dyadic,  and  group  therapy  have 
taken  place.   While  many  of  the  clinicians  reported  that  they 
believed  in  the  usefulness  of  such  meetings,  few  clinicians  have 
actually  had  the  opportunity  to  provide  family  therapy  to 
families  in  the  process  of  reunification. 

4.)   OFFENDERS 

An  early  typology  (1)  divided  child  sex  offenders  into 
two  groups:   "regressed"  offenders  and  "fixated"  pedophiles. 
Fixated  pedophiles  were  thought  to  exhibit  a  lifelong  pattern  of 
arrested  sexual  development,  seeking  sexual  gratification 
exclusively  from  children.   Regressed  offenders,  on  the  other 
hand,  were  said  to  exhibit  conventional  patterns  of  psychosexual 
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development,  obtain  sexual  gratification  primarily  from  adult 
heterosexual  relationships,  and  turn  to  children  for 
gratification  only  during  periods  of  stress  and  conflict. 
Incestuous  fathers,  then,  were  thought  to  be  of  the  regressed 
type;  their  offenses  were  seen  as  transient  aberrations.   While 
the  subject  is  still  a  matter  of  some  controversy,  many  of  the 
therapists  who  were  interviewed  for  this  survey  no  longer  accept 
the  above  typology.   Their  theoretical  stance  has  important 
implications  for  the  different  types  of  treatment  provided  to 
offenders  in  Massachusetts. 

These  therapists  make  no  distinction  between  regressed  and 
fixated  pedophiles.   They  believe  that  intrafamilial  sex 
offenders  are  as  likely  to  commit  offenses  outside  the  home  as 
they  are  inside  it.   They  view  offenders  not  only  as  individuals 
who  are  disturbed  and  in  need  of  help,  but  also  potentially 
dangerous  to  the  community  at  large.   As  one  clinician  put  it, 
"Incest  fathers  are  just  lazy  pedophiles."  This  perspective  has  a 
number  of  important  implications  for  treatment. 

Some  agencies  now  view  close  working  relationships  with 
criminal  justice  agencies  as  an  essential  requirement  for 
providing  treatment  to  offenders.   Since  they  believe  that 
intrafamilial  offenders  are  compulsive  in  their  behavior, 
treatment  programs  for  offenders  see  behavioral  self-  management 
as  the  primary  treatment  goal.   In  some  programs,  for  example, 
offenders  are  told  that  they  have  a  life-long  problem  that  can  be 
controlled,  but  not  cured. 

If  one  accepts  the  premise  that  an  incestuous  father 
is  either  a  likely  or  current  child  molester  outside  his  family, 
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the  importance  of  formal  and  systematic  evaluation  of  both  the 
offender's  sexual  interest  in  children,  and  his  tendency  to  act 
on  his  impulses  becomes  quite  clear.   Many  cases  of  child  sexual 
abuse  may  involve  the  threat  of  physical  violence,  or  actual 
violent  coercion.   The  incidence  of  physical  coercion  and  threats 
in  sexual  abuse  cases  in  Massachusetts  is  currently  unknown. 

While  the  need  seems  clear,  many  programs  which  treat 
offenders  do  not  provide  comprehensive  evaluations  of  the 
offenders.   As  was  noted  in  Chapter  IV,  some  programs  do  use  a 
standard  battery  of  psychological  tests  to  evaluate  the 
offender's  frustration  tolerance,  reality  testing,  mood,  and 
affect.   Direct  evaluation  of  sexual  and  aggressive  drives  is 
rare.   This  is  unfortunate,  as  such  assessment  could  lead  to  more 
appropriate  disposition  (hospitalization,  incarceration,  etc.)  as 
well  as  better  treatment  planning. 

The  clinicians  surveyed  were  asked  to  discuss  the  roots 
of  offender  psychopathology.   Reflecting  on  their  clinical 
experience,  most  clinicians  reported  that  they  believe  that  an 
early  childhood  trauma,  particularly  sexual  victimization,  is  the 
basis  for  offender  pathology.   One  clinician  from  New  England 
Medical  Center  commented  that  the  sexual  abusers  with  whom  he  has 
worked  tend  to  come  from  large  families  which  were  characterized 
by  strict  paternal  discipline,  and  a  depressed,  withdrawn,  or 
otherwise  ineffectual  mother.   The  characteristics  of  offenders 
most  often  cited  by  clinicians  are:   low  self-esteem,  lack  of 
empathy,  and  poor  impulse  control. 

The  role  of  sociocultural  factors  as  sources  of  offender 
behavior  were  also  underscored  by  the  therapists  who  were 
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interviewed.   Most  clinicians  felt  that  male  socialization  to 
assume  positions  of  dominance  and  control,  when  combined  with  the 
sense  of  powerlessness  experienced  by  some  men  who  were  sexually 
abused  as  children,  leads  to  feelings  of  shame  and  rage,  and  a 
persistent  need  to  oppress  others. 

B. )   Treatment  of  Offenders 

A  combination  of  psychodynamic  and  social  learning 
perspectives  on  the  development  of  the  sexual  abuser,  as 
described  above,  frame  most  clinical  interventions  with 
offenders.   More  than  half  of  the  programs  surveyed  reported  that 
their  offender  treatment  services  are  oriented  toward  resolving 
both  the  emotional  and  cognitive  problems  that  motivate  sexual 
interest  in  children,  and  that  interfere  with  appropriate  adult 
intimacy.   Typically,  group  therapy  is  the  primary  treatment 
modality,  used  at  an  early  stage  to  overcome  the  offender's 
characteristic  pattern  of  denial,  minimalization,  and 
rationalization  of  the  sexual  offense.   According  to  therapists, 
groups  are  also  an  important  vehicle  for  remediating  the  sense  of 
detachment  and  unrelatedness  that  most  offenders  experience.   The 
reduction  of  social  isolation  is  a  primary  goal  of  the  mutual 
aid,  "self -help"  groups  which  are  based  on  the  Alcoholics 
Anonymous  model,  and  are  sponsored  by  the  MSPCC  (and  co-led  by 
DSS  staff)  at  seven  sites  across  the  state. 

Many  programs,  however,  also  utilize  cognitive  and 
behavioral  approaches  in  group  and,  to  a  lesser  degree, 
individual  modalities.   For  example,  a  major  goal  of  the 
outpatient  program  at  the  Northern  Berkshire  Mental  Health 
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Association  is  "to  help  the  offender  become  familiar  with  the 

sequence  of  thoughts,  feelings,  and  arousal  stimuli 

that  comprise  his  offender  syndrome."   In  this  program  as 

in  others,  attempts  are  also  made  to  resocialize  or  develop 

social  skills  in  the  offender  by  focusing  attention  on  attitudes 

toward  females,  role  expectations,  and  communication  patterns. 

Psychoeducational  groups  at  a  number  of  programs  work  toward 
the  development  of  empathy  in  the  offender.   The  offender 
treatment  program  at  Coastal  Community  Counseling  Center,  for 
example,  uses  a  curriculum-based  approach  to  empathy  building 
that  was  developed  by  EMERGE,  a  consciousness-raising  program  for 
abusive  men  in  Boston.   The  Coastal  program  also  plans  to  begin  a 
"personal  victimization"  group  for  offenders.    Participants  will 
focus  on  their  own  earlier  abuse  at  the  hands  of  others,  in  an 
attempt  to  develop  their  capacity  for  empathy  with  their  victims. 
Some  programs  attempt  to  restructure  or  reframe  the  offender's 
cognitive  distortions.   Such  treatment  may  include  attempts  to 
correct  misperceptions  about  child  sexuality,  and  interpretation 
of  social  cues. 

Behavior  modification,  involving  techniques  of  covert 
sensitization,  satiation,  and  biofeedback,  is  a  new  and 
apparently  promising  approach  to  offender  treatment.   Three 
programs  (Holyoke-Chicopee  Mental  Health  Center,  Franklin  County 
Mental  Health  Center,  and  Coastal  Community  Counseling  Center) 
are  currently  planning  programs  which  will  combine  behavior 
modification  techniques  with  psychodynamic  and 
cognitive/educational  approaches . 
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CHAPTER  VI 


COORDINATION  AND  COLLABORATION 


"Coordination"  and  "collaboration"  are  buzzwords  that  are 
firmly  established  in  the  lexicon  of  human  service  professionals. 
The  concept  of  integrated  services  has,  after  all,  been  promoted 
as  a  solution  to  social  service  delivery  problems  for  some  ten 
years  now. (1,2,3)   For  agency  administrators  and  planners, 
coordination  is  a  compelling  idea,  one  that  promises  to  reduce 
duplication  and  fragmentation  of  activities,  and  lead,  therefore, 
to  more  effective  and  cost  efficient  service  delivery.   Although 
there  have  been  few  studies  of  the  efficacy  of  coordinated 
services,  it  is  widely  believed  that  the  more  complex  or  multi- 
faceted  the  problems,  the  more  coordination  can  be  useful  in 
solving  them. (4)   For  example,  the  complexities  of  handling  the 
multiple  legal,  medical,  social,  and  emotional  problems  that  are 
present  in  most  sexual  abuse  cases  are  thought  to  require  both 
multidisciplinary  involvement  and  interagency  collaboration. (5) 

Despite  widespread  agreement  about  the  goals  and  benefits  of 
service  coordination,  it  appears  that  historically,  social 
service  agencies  interact  infrequently.   This  pattern  is  thought 
to  be  particularly  prominent  where  the  public  and  private  sectors 
interact. (6)   In  a  survey  of  790  professionals  working  in  public 
and  private  agencies  in  the  metropolitan  Boston  area  in  1980, 
Finkelhor  and  his  associates  found  that  there  was  "a  marked 
tendency  for  agencies  to  operate  on  (sexual  abuse)  cases  in  an 
isolated  way  within  their  own  restricted  professional 

57 


network." (7) 

Now,  some  six  years  later,  it  can  be  reasonably  stated  that 
problems  of  insularity  still  exist  within  the  sexual  abuse 
service  delivery  system,  although  developing  alliances  between 
many  agencies  within  that  system  give  grounds  for  optimism.   The 
failure  to  integrate  services  to  abused  children  and  their 
families  is  most  frequently  attributed  both  to  diverse  views 
regarding  case  goals  and  methods,  and  to  the  lack  of  structural 
means  for  interaction. (8,9, 10)   This  study's  findings  support 
both  of  those  propositions. 

1.)   THE  CRIMINAL  JUSTICE  SYSTEM 

Scott  Harshbarger,  the  Middlesex  County  District  Attorney, 
noted  this  year  in  his  Child  Sexual  Abuse  Task  Force  Report  that 
criminal  justice  system  professionals  have  only  recently 
recognized  the  need  for  close  collaboration  with  the  mental 
health  community  in  sexual  abuse  cases. (11)   Collaboration  is, 
indeed,  imperative  because,  in  the  view  of  many  clinicians  and 
administrators  working  in  sexual  abuse  treatment  programs, 
criminal  justice  system  involvement  in  sexual  abuse  cases  all  too 
often  results  in  revictimization  of  the  child  and  his/her 
family.   In  this  survey,  respondents  felt  that  there  were  many 
system  responses  that  carried  the  potential  for  trauma,  but  they 
noted  that  most  had  a  common  source:   the  lack  of  consensus  about 
the  basic  principles  around  which  law  enforcement  and  judicial 
decisions  might  be  framed  with  respect  to  such  cases.   For 
example,  clinicians  and  administrators  report  that  police  and 
district  attorneys  have  wide-ranging  conceptions  of  the  threshold 
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of  facts  necessary  to  compel  judicial  intervention.   Nearly  one- 
half  of  the  mental  health  service  providers  interviewed  felt  that 
more  alleged  offenders  could  be  prosecuted  than  currently  are. 
While  it  is  possible,  even  likely,  that  many  clinicians  lack 
thorough  knowledge  of  evidentiary  criteria  (i.e.,  the  child   as 
credible  witness) ,  it  is  also  apparent  that  many  respondents  feel 
that  prosecution  of  sexual  offenders  is  not  a  high  enough 
priority  among  law  enforcement  personnel  in  certain  locales 
across  the  state  (one  therapist  called  it  "a  gross  minimalization 
of  the  problem... a  kind  of  collusion  with  the  family's  denial 
that  anything  happened") .   The  Middlesex  County  District 
Attorney  put  it  this  way: 

...there  is  absolutely  no  legal  or  moral  justification  for 

ignoring  cases  where  the  acts  of 

sexual  abuse  are  committed  by  a  family  member, 

while  strangers  are  treated  as  criminals  for 

committing  similar  acts  of  violence.  (12) 

Many  respondents  also  feel  that  the  chances  for  successful 

prosecution  would  be  significantly  increased  with  better  (and 

better  coordinated)  investigative  interviewing  and 

multidisciplinary  planning.   The  experience  of  clinicians  in 

Massachusetts,  as  elsewhere, (13)  is  that  the  interviewer's 

attitudes  and  questions  can  dramatically  inhibit  the  child's 

ability  to  communicate.   Generally  speaking,  respondents  give 

high  marks  to  victim  witness  staff  working  in  District  Attorneys' 

offices;  in  their  view,  however,  the  skill  and  experience  of 

protective  service  workers,  state  and  local  police,  and   District 

Attorneys  in  conducting  effective,  non-threatening  investigative 

interviews  is  more  varied.   One  apparently  useful  mechanism  for 
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collaborative  work  during  sexual  abuse  investigations  is  the  SAIN 
Team,  which  now  operates  in  three  areas  of  the  state 
(Springfield,  Greenfield,  and  Fitchburg) ,  and  will  soon  begin  in 
four  other  areas  (Lowell,  Framingham,  Cambridge,  and  Salem) . 
SAIN  Teams  are  multidisciplinary  in  nature,  and  involve 
protective  service  (DSS) ,  mental  health,  law  enforcement,  and,  at 
one  site,  medical  staff  who  conduct  investigations  into  alleged 
sexual  abuse  for  the  Department  of  Social  Services.   The  Team's 
goals  are  to  produce  reliable  evidence  for  substantiation  and 
later  prosecution  decisions,  and  to  reduce  the  number  of 
disclosure  interviews  to  which  the  child  will  be  subjected. 
Observation  of  the  SAIN  Teams  in  action  has  produced  some 
convincing  data  that  the  trauma  associated  with  multiple 
interviews  can  be  minimized,  and  that  law  enforcement  and 
protective  service  staff  can  learn  the  techniques  of  sensitive 
and  systematic  disclosure  interviewing.  (14) 

The  clinicians  and  administrators  in  this  survey  who  favor 
stronger  prosecution  of  offenders  emphasize  the  therapeutic  value 
of  this  action,  at  least  for  some  children.   In  their  view,  court 
action  can  be  helpful  in  that  it  provides  the  child  victim  with  a 
sense  that  someone  outside  the  family  system,  in  a  position  of 
authority,  believes  their  story  and  supports  their  speaking  up. 
Such  support,  therapists  feel,  is  crucial  for  recovery  because  it 
allows  the  child  eventually  to  externalize  blame.   As  one 
experienced  therapist  put  it: 

Some  kids  put  all  their  trust  in  the  system,  and  they 
want  their  day  in  court.   When  they  don't  get  it,  they 
are  devastated  and  they  feel  hopeless  and  guilty  all 
again. 
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Most  clinicians  also  feel  that  court  involvement,  or  at 
least  the  threat  of  it,  is  crucial  for  therapeutic  engagement  of 
the  perpetrator.   In  their  view,  sexual  offenders  are  poorly 
motivated  for  treatment,  and  need  an  external  source  of  authority 
to  provide  the  pressure  for  acknowledging  personal  responsibility 
for  behavior  as  well  as  the  incentive  for  changing  that  behavior. 
One  therapist,  in  fact,  described  the  court  system  as  a  "prefab 
superego  for  the  whole  family." 

For  the  child,  of  course,  prosecution  and  the  court 
appearances   that  follow  may  be  overwhelming.   Here  again,  risk 
factors  may  be  related  to  the  nature  and  extent  of  case 
coordination  between  protective,  mental  health,  and  criminal 
justice  agencies.   The  National  Legal  Resource  Center  for  Child 
Advocacy  and  Protection,  for  example,  has  suggested  that  one 
simple  guideline  for  decisions  to  pursue  court  action  ought  to  be 
"an  agreement  that  the  child  will  come  out  of  the  court  process 
better  off." (15)   According  to  many  therapists  in  Massachusetts, 
any  number  of  factors  might  preclude  that  outcome.   About  4  0%  of 
the  survey  respondents  reported  that  they  had  children  in  their 
caseloads  who  had  suffered  significant  emotional  stress  as  a 
direct  result  of  court  delays  (including  delays  in  criminal 
justice  investigation  as  well  as  postponements  of  hearings  and 
trials) .   The  uncertainty  that  accompanies  frequent  delays 
appears  to  heighten  psychological  problems  for  many  child 
victims.   The  reports  of  clinicians  in  this  survey  seem  to 
corroborate  the  findings  of  other  victimization  studies;  as 
"justice"  is  postponed,  victims  experience  a  growing  sense  of 
betrayal  and  an  increased  distrust  of  adults.   They  also  become 
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more  preoccupied  and  difficult  to  reach. (16)  In  this  study,  some 
therapists  complained  that  they  found  it  very  difficult,  if  not 
impossible,  to  focus  discussion,  or  move  to  any  other  topic  in 
individual  and  group  counseling  sessions,  when  a  child  was 
awaiting  a  court  appearance. 

The  problem  of  delayed  response  to  sexual  abuse  cases  is, 
in  many  instances,  a  resource  issue.   Courts  are  overcrowded  and 
backlogged,  as  are  District  Attorneys'  offices;  in  Middlesex 
County,  for  example,  the  volume  of  sexual  abuse  cases  has 
increased  the  workload  of  staff  by  over  forty  percent,  with  no 
attendant  budget  increase. (17)  Not  all  problems  of  timeliness  are 
necessarily  workload  related,  however.    For  example,  about  one- 
third  of  the  clinician  respondents  also  complained  that  they  were 
not  notified  in  time  of  court  appearances,  so  that  they  might 
prepare  the  child  through  role  playing,  "walking  through",  and 
other  rehearsal  techniques. 

In  general,  there  was  a  feeling  among  the  therapists 
interviewed  that  children  "get  stuck"  emotionally  during  the 
court  process  and  cannot  really  work  through  other  abuse- 
connected  issues  until  some  resolution  is  brought  to  the  matter 
of  the  offender's  culpability,  once  prosecution  is  initiated.   It 
is  for  this  reason,  among  others,  that  more  than  two-thirds  of 
the  clinicians  surveyed  indicated  that  they  would  prefer  to  work 
with  children  and  families  within  the  context  of  pretrial 
diversion  programs.   They  identify  as  problematic  the  guilt  and 
anxiety  engendered  in  the  child  by  the  court  process,  the 
increased  emotional  risk  to  the  child  posed  by  the  possibility  of 
prolonged  pressures  by  family  members  to  recant,  and  the  need  to 
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offer  some  incentive  to  offenders  for  acknowledging  guilt  and 
accepting  the  condition  of  treatment.   This  perspective 
underscores  the  value  of  alternative  criminal  justice  procedures 
that  are  sensitive  to  the  needs  of  children  and  that  provide  the 
opportunity  for  rehabilitation  of  offenders,  albeit  through 
coercive  intervention. 

Although  there  is  a  lack  of  consensus  that  offenders  can  (or 
should)  be  treated  at  311,(18)  most  of  the  clinicians  interviewed 
in  this  study  indicated  that  they  would  work  with  offenders  under 
conditions  of  diversion  or  alternative  sentencing.   The  point  is 
an  important  one,  given  the  current  lack  of  treatment  resources 
for  offenders  reported  earlier.   Administrators  of  programs 
currently  providing  services  to  children  and  non-offending 
spouses  appear  to  be  reluctant  to  treat  offenders  without  formal 
linkages  to  the  criminal  justice  system.   Further,  they  are 
unanimous  in  their  opinion  that  routine  collaboration  with  courts 
and  district  attorneys  would  significantly  affect  the  chances  of 
successful  clinical  outcomes  with  offenders.   Right  now,  only  a 
few  programs  (perhaps  three  or  four)  can  boast  that  kind  of 
collaboration. 

One  program  that  has  a  high  level  of  collaboration  is 
the  Coastal  Community  Counseling  Center  program  in  Weymouth.   If 
it  is  true,  as  those  who  have  studied  sexual  abuse  treatment 
programs  on  a  national  basis  have  suggested,  (19,20)  that  program 
types  are  best  characterized  by  their  relationship  with  the 
justice  system,  then  the  Coastal  program  must  be  considered  a 
model  of  forensic  treatment.   In  that  program,  which  has  provided 
services  to  some  300  families  over  the  past  three  years, 
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offenders  are  seen  only  if  they  have  left  the  home  and  are  under 
the  threat  of  immediate  court  action  or  incarceration  should  they 
fail  to  participate  in  treatment.   The  conditions  of  treatment 
are  spelled  out  in  separate  contracts  signed  by  the  offender,  the 
therapist,  and  a  representative  of  the  District  Attorney's 
office.   The  conditions  include  keeping  all  therapy  appointments 
(more  than  three  unexcused  absences  are  reported  to  the  District 
Attorney  or  the  Court) ,  maintaining  appropriate  behavior  in 
individual  and  group  counseling  sessions  (belligerence  or  other 
extremely  resistant  behaviors  are  also  reported) ,  and  agreeing  to 
all  lifestyle  changes  that  are  deemed  necessary  by  the  program 
(e.g.,  offenders  may  be  asked  to  change  jobs  or  living 
arrangements  in  order  to  keep  them  out  of  contact  with  potential 
child  victims) .   Program  staff  provide  monthly  progress  reports 
to  District  Attorneys  and  Probation  Officers  as  indicated; 
failure  to  comply  with  a  contract  means  that  the  offender  will  be 
brought  to  trial  and/or  sentenced. 

The  forensic  orientation  of  the  Coastal  Program  is  an 
outgrowth  of  a  particular  approach  toward  sexual  offenders 
and  the  communities  in  which  they  live.   Perpetrators,  for 
example,  are  thought  to  be  impulsive,  self -centered  persons  who 
are  unable  to  postpone  immediate  gratification  and  who  are  as 
likely  to  offend  in  the  community  as  they  are  within  a  family. 
As  noted  earlier  in  this  report,  the  Coastal  program  considers 
community  protection  to  be  the  ultimate  goal  of  its  services. 
Within  this  framework,  criminal  justice  system  involvement  is 
imperative. 

The  benefits  of  mental  health-legal  coordination,  then, 
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include  opportunities  for  minimizing  trauma  for  the  child,  for 
engaging  the  offender  and  the  family  in  long-term  treatment,  and 
for  monitoring  the  progress  of  that  treatment.   By  working 
together,  law  enforcement  and  treatment  staff  can  provide 
anticipatory  guidance  for  a  child,  and  reduce  the  number  of 
disclosures  required  of  the  child.   These  actions  go  a  long  way 
toward  mediating  the  feelings  of  guilt,  shame,  and  fear  that  so 
often  accompany  a  child's  encounter  with  the  criminal  justice 
system.   Moreover,  by  working  together,  social  workers,  police 
officers,  district  attorneys,  and  judges  can  act  to  develop 
therapeutic  alternatives  to  what  is  usually  a  non-productive 
incarceration  experience  for  sexual  offenders. (21)   (This  is  not 
to  imply  that  community  protection  may  not  require  the 
confinement  of  certain  pedophiles  or  sexual  psychopaths) . 

It  is  clear  from  this  survey  that  the  factors  that 
inhibit  coordination  between  mental  health  and  criminal  justice 
professionals  have  no  more  to  do  with  attitudes,  values,  and 
perceptions  than  they  do  with  the  absence  of  structural 
mechanisms  for  working  together.   In  fact,  the  opportunity  for 
interaction  exists  in  the  form  of  the  multidisciplinary  teams 
(MDT's)  mandated  under  Chapter  288  (the  District  Attorney 
Reporting  Law) .   The  sad  reality  is  that  in  most  of  the  state  the 
teams  meet  infrequently,  if  at  all.   Part  of  the  problem,  of 
course,  is  sheer  volume.   With  more  than  1,200  referrals  to  the 
state's  District  Attorneys  in  FY  85  and  1,830  in  FY  86,  it  is 
unreasonable  to  expect  their  routine  participation  in  MDT's. 
More  than  this,  however,  there  is  a  feeling  on  the  part  of  many 
of  the  program  administrators  and  clinicians  interviewed  that 
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some  District  Attorneys  (or  their  representatives)  have  little 
use  for  the  team  process,  and  that  when  they  do  meet,  it  is  with 
the  expectation  that  team  members  will  "rubber  stamp"  decisions 
that  have  been  predetermined  by  the  District  Attorney.   Not 
surprisingly,  in  those  sites  where  team  meetings  are  fairly 
frequent  and  lines  of  communication  are  considered  open,  the 
perception  of  treatment  providers  is  that  participants  have  begun 
to  develop  a  shared  understanding  of  sexual  abuse  cases. 
Integrating  diverse  perspectives  is  an  evolutionary  process;  as 
one  social  worker  from  the  Brockton  Area  Office  put  it: 

After  many  meetings  we're  just  at  the  point  of 
identifying  common  problems  in  these  cases.   We've  all 
agreed  that  the  next  step  is  to  work  toward  common 
solutions. 

The  findings  of  this  study  support  an  observation  from 
Kee  MacFarlane's  national  survey  of  sexual  abuse  treatment 
programs:   success  in  collaboration  seems  to  derive  more  from 
interpersonal  factors  than  it  does  from  agency  policy. (22)   Many 
of  the  programs  reporting  a  high  degree  of  coordination  with  the 
criminal  justice  system  have  gone  out  of  their  way  to  establish 
and  maintain  personal  relationships  and  to  provide  other  services 
that  lend  credibility  to  the  treatment  effort.   For  example,  some 
program  administrators  have  monthly  luncheon  meetings  with  staff 
from  District  Attorneys'  offices  to  discuss  the  status  of 
particular  cases  and  describe  developing  policies  and  practices. 
Administrators  of  programs  at  North  Shore  Children's  Hospital 
(Lowell) ,  University  of  Massachusetts  Medical  Center  (Worcester) , 
and  Coastal  Community  Counseling  Center  (Weymouth)  also  sit  with 
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District  Attorney  representatives  on  local  sexual  abuse  task 
forces,  where  they  are  actively  involved  in  needs  assessments  and 
program  planning  and  development.   Finally,  many  program  staff 
have  been  establishing  credibility  as  expert  witnesses  and 
competent  practitioners  by  providing  evaluations  to  juvenile  and 
probate  courts  on  matters  of  custody,  care  and  protection,  and 
adoption.   Hopefully,  the  relationships  that  are  forged  by  these 
activities  will  expand  and  become  a  routine  feature  of  sexual 
abuse  case  handling. 

2. )   DSS  AREA  OFFICES 

Where  there  are  problems  between  mental  health  service 
providers  and  the  Department  of  Social  Services,  disputes  over 
the  case  management  role  in  sexual  abuse  cases  account  for  many 
of  the  perceived  impediments  to  interagency  collaboration. 

Three-quarters  of  all  of  the  programs  surveyed  report 

satisfactory  or  positive  relationships  with  DSS  area  offices. 

Those  that  do  not,  however,  identify  three  types  of  interactional 

problems,  all  of  which  revolve  around  the  division  of  labor  in 

sexual  abuse  cases.   When  programs  complain,  for  example,  that 

DSS  social  workers  expect  them  to  manage  cases  as  well  as  provide 

clinical  treatment,  they  note  that  they  are  given  de  facto 

responsibility  for  acquiring  or  brokering  needed  services  for  the 

family.   As  one  therapist  put  it, 

My  role  is  not  to  call  the  cab  company  (to  get  the 
family  to  treatment) ,  or  arrange  dental  appointments, 
or  call  the  school  for  progress  reports. 

Another  frequently  mentioned  problem  among  agencies 
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experiencing  case  management  prot  ems  is  case  planning.   Some 
clinicians  complain  that  their  suggestions  and  recommendations 
regarding  placement  and  reunification  are  rarely  elicited,  and  at 
times  they  question  the  appropriateness  of  such  decisions  without 
their  clinical  input. 

A  final  collaborative  problem,  in  the  eyes  of  some 
clinicians  interviewed,  is  case  monitoring.   Although  clinical 
staff,  in  general,  seem  sympathetic  to  the  multiple  demands  on 
DSS  social  workers,  they  feel  that  sexual  abuse,  by  its  very 
nature,   squires  more  intensive  monitoring  of  risk  factors, 
through   ^rect  and  collateral  contacts,  than  is  sometimes  given. 
Here  clinicians  note  how  difficult  it  is  to  always  know  what  is 
going  on  with  family  members  outside  of  the  treatment  situation, 
and  therefore,  how  important  it  is  for  protective  service  workers 
to  routinely  provide  information  about  family  functioning  to 
therapists,  particularly  in  the  early  stages  of  treatment. 

Clinicians  attribute  much  of  the  case  management  problem  to 
a  lack  of  understanding  on  the  part  of  some  DSS  social  workers 
about  the  role  of  contracted  services  within  the  overall  system 
of  service  delivery.   For  these  respondents,  role  conflict 
results  from  role  confusion.   The  respective  roles  of  the 
clinician  in  a  mental  health  agency  and  the  protective  service 
worker  in  a  child  welfare  agency  are  not  always  easily 
distinguished.   Clinical  work  often  incorporates  elements  of 
outreach,  advocacy,  and  environmental  modification.   Conversely, 
protective  services  frequently  involves  counseling  and  advice- 
giving.   What  is  different  about  these  roles,  however,  is  their 
primary  purpose.   The  primary  goal  of  clinical  intervention  is  to 
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change  maladaptive  behaviors  and  help  modify  the  intrapsychic 
processes  that  interfere  with  effective  social  functioning,  while 
the  primary  goal  of  protective  service  intervention  is  to 
acquire,  develop,  and  enhance  the  support  systems  that  are 
necessary  to  maintain  a  risk-free  family  environment.   The 
distinction  is  an  important  one,  given  the  fact  that  "role 
blurring"  has  been  found  to  be  a  major  impediment  to  effective 
collaboration  in  the  provision  of  interdisciplinary  health  care 
services. (21) 

The  problem  of  role  is  compounded  by  the  fact  that  staff  in 
certain  DSS  area  offices  do  indeed  provide  clinical  services; 
moreover,  certain  providers  (notably  MSPCC)  hold  contracts  with 
the  Department  that  include  both  case  management  and  clinical 
responsibilities.   There  is  clearly  a  need  to  delineate  these 
functions,  both  for  contracted  providers  and  the  Department's  own 
staff.   With  regard  to  contracted  case  management,  the  Greater 
Boston  Regional  Office  of  DSS  (Region  IV) ,  has  done  just  that,  by 
specifying  that  the  DSS  social  worker  has  overall  responsibility 
for  case  planning,  placement  decision-making,  treatment  contract 
with  an  agency.   The  Department  is  also  currently  in  the  process 
of  developing  an  administrative  policy  regarding  the  case 
management  of  contracted  cases;  this  action  should  serve  to 
further  clarify  case  management  roles  and  responsibilities.   The 
nature  of  case  management  requires  practitioner  intervention 
in  the  operations  of  other  agencies;  it  is  essential,  then,  that 
all  parties  involved  in  a  case  understand  from  the  outset:  (1) 
Which  model  of  case  management  is  being  employed  (either  the 
protective  service  worker  or  the  primary  therapist  as  manager) ; 
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and  (2)  Which  of  the  broad  range  of  management  functions  is  to  be 

assumed  under  each  model . 

The  findings  of  this  survey  support  prior  claims  that 

"establishing  role  clarity  is  critical  for  the  effectiveness 

of  a  case  management  program. " (24)   Critical,  too,  is  the 

expertise  of  the  case  manager.   Among  the  multiple  roles  that 

case  managers  assume  are  those  of  problem  solver,  advocate, 

evaluator,  planner,  system  modifier,  and  counselor. (25)   The 

knowledge  and  skills  required  for  competent  case  management 

practice  within  the  child  welfare  field  are  too  numerous  to 

mention  here  and  have  been  well -documented  elsewhere. (26, 27, 28) 

It  can  be  argued,  however,  that  sexual  abuse  presents  special 

challenges  to  the  case  manager.   Sgroi  has  noted,  for  example, 

that  sexual  issues  produce  considerable  anxiety  in  many 

professionals,  causing  paralysis  in  some  and  frantic  attempts  to 

seek  a  "quick  fix"  in  others.   These  dynamics  may  well  account 

for  the  reports  of  some  respondents  that  Department  social 

workers  maintain  infrequent  contact  with  them  and  sometimes  seek 

to  close  cases  prematurely.   Sgroi  also  notes  that  case 

management  of  sexual  abuse  also  often  requires  the  exercise 

of  authority: 

...sometimes  ordering  people  to  do  certain  things, 
setting  limits  on  certain  types  of  behavior,  defining  and 
enforcing  sanctions  when  necessary. (29) 

The  fact  that  not  all  social  workers  are  comfortable  with 
authoritative  intervention  may  help  to  explain  the  complaints 
among  some  respondents  that  protective  service  work  is  all  too 
often  "reactive."   Finally,  Sgroi  notes  that  the  case  management 
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role  with  respect  to  sexual  abuse  requires  advanced  skills  in 
interviewing,  assessment,  and  monitoring,  and  in  "the  creative 
use  of  crisis".   The  awareness  of  how  crucial  these  skills  are 
has,  in  fact,  been  a  major  factor  in  the  decision  of  some  area 
offices  to  develop  specialized  roles  for  staff  in  both  intake  (as 
in  the  Brockton  office)  and  ongoing  service  (as  in  the  Fitchburg 
office)  units.   Other  area  offices  might  do  well  to  consider  such 
specialization,  where  they  are  large  enough  to  support  it. 

3.)   ADMINISTRATIVE  ROLES 

Finally,  it  appears  that  successful  case  management  requires 
considerable  administrative  support.   Workload,  role  strain,  and 
policies  that  prohibit  the  most  effective  assignment  of  personnel 
are  examples  of  problems  that  require  administrative  solutions. 

As  previously  mentioned,  the  majority  of  administrators  and 
clinicians  interviewed  reported  positive  relationships 
with  local  DSS  area  offices.   Common  to  all  of  these  reports 
was  a  single  factor:   the  frequency  of  contact  between  DSS  and 
provider  staff  at  both  administrative  and  direct  service  levels. 
In  other  words,  those  clinicians  who  felt  that  "lines  of 
responsibility  are  clearly  drawn"  between  themselves  and  DSS 
social  workers  were  also  more  likely  to  be  routine  participants 
in  joint  service  planning  and  case  review  meetings  than  those  who 
did  not.   And,  those  program  administrators  who  suggested  that 
there  was  "little  or  no  duplication  of  services"  between  their 
agency  and  the  local  area   office  were  more  likely  to  meet  with 
their  administrative  counterparts  at  DSS  (usually  at  the 
Supervisor  II  level)  than  those  who  did  not. 
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A  variety  of  mechanisms  are  used  to  build  relationships 
and  integrate  mental  health  and  protective  roles.   Staff  from  the 
Northern  Berkshire  Mental  Health  Association  and  the  DSS  area 
office  in  Pittsfield,  for  example,  have  monthly  breakfast 
meetings  and  occasional  day-long  sessions  to  discuss  program 
concerns.   In  some  sites  (Attleboro  and  Holyoke-Chicopee  Mental 
Health  Centers  are  examples) ,  clinical  and  protective  service 
staff  meet  weekly  to  screen  new  intakes,  and  troubleshoot  case 
and  program-specific  problems.   Opportunities  for  collaborative 
work  are  even  more  frequent  in  sites  where  services  are  co- 
located  (as  in  the  Framingham  office)  or  are  otherwise  co- 
delivered  (as  in  those  area  offices  where  consultants  co-lead 
groups  with  DSS  workers) .   Finally,  there  are  those  sites 
(Springfield  and  Fitchburg)  where  clinicians  sit  on  SAIN  teams, 
and  thus  can  help  establish  the  parameters  of  authoritative  and 
supportive  collaboration  prior  to  referral. 

Some  programs  that  provide  treatment  services  to  more  than 
one  area  office  find  that  they  must  vary  their  approach  to 
collaboration  according  to  the  "working  style"  of  a  particular 
office.   They  might  work  most  closely  with  a  committee,  a  certain 
supervisor,  or  an  appointed  "program  liaison."   In  general, 
though,  survey  respondents  feel  that  collaborative  success 
depends  on  administrative  openness  to  teamwork  and  the 
inclination  of  supervisors  to  underscore  the  importance  of 
clinical  work  with  line  staff.   One  clinician  put  it  this  way: 
"Ultimately,  it  depends  on  the  value  people  place  on  bringing 
knowledge  to  social  service  decisions".   For  these  reasons,  many 
programs  have  made  conscious  attempts  to  demonstrate  the  efficacy 
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of  clinical  services  (and  thus  legitimize  the  clinical  role) 
through  didactic  training  and  case-specific  consultation. 

4. )   MEDICAL  SERVICES 

It  is  clear  from  this  survey  that  the  coordination,  and  even 
the  availability  of  medical  services  for  sexually  abused  children 
is  a  problem  in  many  places  across  the  state.   More  than  a  third 
of  the  programs  surveyed,  for  example,  indicated  that  there  were 
no  physicians  or  nurses  in  their  communities  trained  to  conduct 
physical  examinations  of  sexually  abused  children  or  to  collect 
physical  evidence.   Clearly,  there  is  a  need  to  develop  medical 
expertise  with  respect  to  sexual  abuse,  and  some  programs 
(notably  those  that  are  hospital-based)  have  begun  to  do  just 
that.   A  psychiatric  nurse  from  the  program  at  Boston  City 
Hospital,  for  example,  has  trained  medical  personnel  in  various 
neighborhood  health  centers  in  the  Boston  area,  and  psychologists 
from  the  Family  Center  Project  at  the  University  of  Massachusetts 
Medical  Center  have  trained  pediatric  residents  at  the  hospital. 
In  some  places,  physicians  have  attended  DSS-sponsored  training 
in  the  use  of  anatomically  correct  dolls  in  investigative 
interviewing.   Many  hospitals  have  developed  standard  protocols 
for  medical  examinations  that  can  be  distributed  to  other  areas 
of  the  state,  and  the  Department  of  Public  Safety's  Crime 
Laboratory  has  just  developed  a  Sexual  Assault  Evidence 
Collection  Kit  which  should  also  be  useful  for  training  purposes. 

Summary 

Throughout  this  chapter,  the  terms  "coordination"  and 
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"collaboration"  have  been  used  interchangeably.   In  reality, 
these  words  have  very  different  meanings.   In  collaborating, 
organizations  enter  into  an  exchange  of  resources  in  order  to 
further  their  own  goals.   Coordination,  on  the  other  hand, 
involves  activities  aimed  at  the  pursuit  of  svared,  or 
collective,  goals. (30)   Coordination  obviously  makes  more 
demands  on  organizations  than  does  collaboration.   For  example, 

* 

joint  decision-making  may  result  in  outcomes  that  are  less 
preferred  by  any  one  of  the  participants.   The  1979  study  of 
system  response  to  sexual  abuse  conducted  by  the  Massachusetts 
Committee  on  Criminal  Justice  found  "a  lack  of  interagency 
communication  and  cooperation  with  disagreements  often  based  on 
unarticulated  institutional  perspectives  and  priorities" . (31) 
Today,  there  is  evidence  that  the  needs  of  sexually  abused 
children  have  been  prioritized  within  the  system,  and  that  some 
agencies  have  found  ways  to  merge  their  mandates  and  methods. 
The  Middlesex  County  District  Attorne  's  Child  Sexual  Abuse  Task 
Force  Report  is  a  virtual  blueprint  for  reforming  trial  and 
courtroom  procedures  to  accommodate  child  victims,  and  for 
integrating  criminal  justice  system  procedures  with  those  of 
protective  and  mental  health  agencies. (32)   (Among  the 
recommendations  are  further  development  of  multidisciplinary 
investigation  teams,  and  further  expansion  of  the  EOHS  Social 
Policy  Group,  a  planning  group  comprised  of  state  agency 
managers,  to  regional  and  area  levels) . 

In  a  fascinating  paper  published  recently  in  theClinical  Social 
Work  Journal .  a  domestic  violence  service  delivery  system  was 
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analyzed  as  if  it  were  a  multiproblem  family  itself.   The 
analysis  contained  the  observation  that  "accessibility  resulted 
in  an  immediate  lessening  of  sibling  competition  and 
conflict. " (33)   That  observation  is  an  important  one,  for,  as  one 
clinician  interviewed  for  this  survey  put  it,  "The  kids  we  see 
have  had  enough  pain.   We  need  to  be  like  a  healthy  family  for 
them" . 


75 


COORDINATION/ COLLABORATION 
Footnotes 

(1)  Redburn,  F.S.,  "On  Human  Services  Integration" ,  Public 
Administration  Review  ,  Vol.  41,  May-June,  1977 , 

pp.  359-365. 

(2)  Morris,  R. ,  and  Lescohier,  I.,  "Service  Integration: 
Real  Versus  Illusory  Solutions  to  Welfare  Dilemmas", 
in  Sarri,  R.C.  and  Hasenfeld,  Y.  (eds)  The  Management 
of  Human  Services,  Columbia  University  Press,  New  York, 
1978,  pp.  23-50. 

(3)  Imershein,  A.,  Martin,  P.,  Chackerian,  R. ,  Frumkin, 

M. ,  and  Scott,  R. ,  "The  Integration  of  Health  and  Human 
Services  in  State  Human  Resource  Agencies,"  Final  Report  to 
the  National  Center  for  Health  Services  Research, 
Washington,  D.C.,  1982. 

(4)  Martin,  P.,  Chackerian,  R. ,  Imershein,  A.,  and 
Frumkin,  M. ,  "The  Concept  of  Integrated  Services 
Reconsidered",  Social  Sciences  Quarterly,  Vol.  64, 
No.  4,  December,  1983,  pp.  747-763. 

(5)  Kempe,  C.H. ,  and  Heifer,  R.E.,  Helping  the  Battered 
Child  and  His  Family,  J. P.  Lippencott  and  Company, 
New  York,  1972,  p.  161. 

(6)  Vosburgh,  W.   "Service  Integration,  Advocacy  Planning, 
and  the  Public-Voluntary  Nexus,"  Journal  of  Voluntary 
Action  Research,  Vol.  12,  No.  4,  Oct. -Dec.  1983,  pp.  46-64. 

(7)  Finkelhor,  D. ,  Gomes-Schwartz,  B. ,  and  Horowitz,  J., 
"Agency  Management  of  Child  Sexual  Abuse:   Responses 

and  Attitudes  From  a  Survey  of  Boston  Professionals" 
in  Sexually  Exploited  Children:   Service  and  Research 
Project,  Tufts  New  England  Medical  Center,  Boston, 
1984,  pp.  261-292. 

(8)  Gambrill,  E.  and  Stein,  T,   Supervision:   A 
Decision-Making  Approach,  Sage,  Beverly  Hills,  1983, 
p.  109. 

(9)  Heifer,  R.E.  and  Schmidt,  R. ,  "The  Community-Based 
Child  Abuse  and  Neglect  Program"  in  Heifer,  R.E.  and 
Kempe,  C.H.  (eds)  Child  Abuse  and  Neglect:   The 
Family  and  the  Community,  Ballinger,  Cambridge,  1976. 

(10)  Weinrich,  T.W. ,  Perlmutter,  F.S.,  and  Richan,  W.C., 
"Interorganizational  Behavior  Patterns  of  Line  Staff 
and  Services  Integration,"   Social  Services  Review, 
Vol.  51,  1977,  pp.  674-689. 

(11)  Botsford,  M. ,  Child  Sexual  Abuse  Task  Force  Report 
Middlesex  County  District  Attorney's  Office,  1986,  p. 3. 

76 


(12)  Op.  Cit.  Botsford,  1936,  p.l. 

(13)  Berliner,  L.  and  Stevens,  D. ,  Advocating  for  Sexually 
Abused  Children  in  the  Criminal  Justice  System,  Sexual 
Assault  Center,  Washington,  November,  1976. 

(14)  Deveney,  W. ,  "Interim  Report  #1:   SAIN  Teams,  Research, 
Evaluation  and  Planning  Unit,  Massachusetts  Department 
of  Social  Services,  December,  1985. 

(15)  Davidson,  H. ,  and  Bulkley,  J.,  Child  Sexual  Abuse: 
Legal  Issues  and  Approaches,  National  Legal  Resource 
Center  on  Child  Advocacy  and  Protection,  American  Bar 
Association,  1981. 

(16)  Burgess,  A.  W. ,  and  Groth,  A.  N. ,  Holstrumm  L.  L. , 
and  Sgroi,  S.  M. ,  (eds)  Sexual  Assault  of  Children 
and  Adolescents,  Lexington  Books,  Lexington,  1978. 

(17)  Op.  Cit.  Botsford,  1986,  p.l. 

(18)  Conte,  J.,  "The  Justice  System  and  Sexual  Abuse  of 
Children,  Social  Service  Review,  Vol.  58,  No. 4,  December, 

1984,  p. 565. 

(19)  Ibid.  Conte,  p.  557. 

(20)  MacFarlane,  K.  and  Bulkley,  J.,  "Treating  Child  Sexual 
Abuse:   An  Overview  of  Current  Program  Models,"  Journal  of 
Social  Work  and  Human  Sexuality",  Vol.  1, 

1982,  pp.  69-91. 

(21)  MacFarlane,  K.   "Program  Considerations  in  the 
Treatment  of  Incest  Offenders"  in  Greer,  J.  and  Stuart,  I. 
(eds),  The  Sexual  Aggressor",  Van  Nostrand, 

New  York,  1983,  pp.  62-76. 

(22)  MacFarlane,  K. ,  and  Bulkley,  J.   "Treating  Child 

Abuse:   An  Overview  of  Current  Program  Models"  in  Conte,  J 
and  Shore,  D.  (eds) ,  Social  Work  and  Child 
Sexual  Abuse,  New  York,  Haworth,  1983. 

(23)  Carlton,  T.O.   Clinical  Social  Work  in  Health  Settings, 
Springer  Publishing,  New  York,  1984,  p.  136. 

(24)  Weil,  M. ,  Karls,  J.,  and  Associates,  Case  Management 
in  Human  Service  Practice,  Jossey-Bass,  San  Francisco, 

1985,  p.  20. 

(25)  Weissman,  H. ,  Epstein,  I.,  and  Savage,  A.,  Agency-Based 
Social  Work:   Neglected  Aspects  of  Clinical  Practice, 
Temple  University  Press,  Philadelphia,  1983. 

(26)  Op.  Cit.  Weil,  Karls  and  Associates,  1985,  p.  122. 


77 


(27)  Boserup,  D.G.,  Case  Management  for  Children's 
Protective  Services  Regional  Institute  of  Social 
Welfare  Research,  Athens,  Georgia,  February,  1978. 

(28)  Bertsche,  A.V. ,  and  Horejsi,  C.R.,  "Coordination  of 
Client  Services,"  Social  Work,  March,  1980,  pp.  94-98. 

(29)  Sgroi,  S.,  Handbook  of  Clinical  Intervention  in  Child 
Sexual  Abuse,  Lexington  Books,  Lexington,  1982,  p. 
187. 

(30)  Rogers,  D. ,  and  Whetton,  D. ,  Interorganizational 
Coordination:   Theory,  Research,  and  Implementation, 
Iowa  State  University  Press,  1982. 

(31)  Blose,  J.,  The  Sexual  Abuse  of  Children  in 
Massachusetts:   A  Preliminary  Study  of  System 
Response,  Massachusetts  Committee  on  Criminal  Justice, 
1979,  p.  VIII. 

(32)  Op  Cit,  Botsford,  1986,  pp.  1-81. 

(33)  Sturkie,  K.   "Family  Therapy  of  a  Domestic  Violence 
Service  Delivery  System,"  Clinical  Social  Work 
Journal,  Vol.  12,  No.  1,  Spring,  1984,  p.  80. 


78 


CHAPTER  VII 
CLIENTS/SERVICES/COSTS 

1.)   SCOPE  OF  SERVICES 

DSS  and  DMH  programs  provided  sexual  abuse  treatment 
services  to  approximately  950  families  from  February,  1985,  to 
February,  1986.   Within  those  950  families,  services  were 
provided  to  1,100  child  victims,  700  non-offending  spouses 
(mothers) ,  and  400  male  offenders.   The  distribution  of 
those  services,  by  program,  is  reported  in  Table  A. 

Of  the  total  number  of  families  seen: 

•  4  5%  (434)  were  seen  in  private  sector  programs 
funded  by  the  Department  of  Social  Services. 

•  2  6%  (254)  were  seen  in  private  sector  programs 
funded  by  the  Department  of  Mental  Health. 

•  17%  (161)  were  seen  in  private  sector  programs 
funded  by  both  the  Department  of  Social  Services  and 
the  Department  of  Mental  Health. 

•  12%  (116)  were  seen  in  programs  operated  directly  by 
the  Department  of  Social  Services. 

2. )  UNDERSERVED  GROUPS 

Although  services  to  sexually  abused  children  and  their 
families  have  grown  considerably  in  the  past  few  years,  it  is 
likely  that  the  current  level  of  service  delivery  does  not  meet 
the  need.   In  fiscal  year  1985,  reports  of  sexual  abuse  were 
substantiated  for  approximately  3,200  children,  nearly  three 
times  the  number  of  those  who  actually  received  treatment  through 
programs  funded  (or  operated)  by  DSS  or  DMH.   One  cannot  conclude 
from  this  finding,  of  course,  that  two  out  of  three  children  are 
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necessarily  without  bene  it  of  treatment.   Based  on  a  survey  of 
DSS  area  offices,  it  is  estimated  that  5-10%  of  the  total  are  in 
treatment  with  clinicians  that  are  not  part  of  the  DSS/DMH 
network.   It  is  also  estimated  that  a  third  of  the  victims  are 
treated  in  generic  counseling  programs.   Moreover,  some  children 
may  not  require  treatment,  at  least  not  immediately.   A  recent 
study  conducted   by  New  England  Medical  Center  suggests  that  many 
children  between  the  ages  of  two  and  five  do  not  exhibit  symptoms 
of  trauma  or  signs  of  maladjustment.   Still,  it  is  reasonable  to 
expect  that  greater  numbers  of  children  of  all  ages  will  require 
treatment  as  the  proportion  of  identified  sexual  abuse  cases 
continues  to  grow  in  relation  to  other  types  of  abuse.   (More 
than  half  (52%)  of  all  cases  referred  to  DMH-funded  protective 
service  programs  now  involve  sexual  abuse  as  compared  to  2  0% 
three  years  ago.) 

Not  all  subgroups  are  equally  represented  in  the 
current  service  delivery  system.   For  example,  about  3  0%  (900)  of 
all   substantiated  sexual  abuse  cases  involve  male  children,  yet 
less  than  2  0%  (200)  of  the  children  in  treatment  in  the  same 
twelve  month  period  were  male.*   Part  of  the  problem  may  be  case 
identification.   There  is  some  indication  that  doctors,  teachers, 

social  workers  and  others  tend  to  minimize  male  victimization; 
involving  adolescent  male  victims,  for  example,  are  far  less 
likely  to  be  reported  to  district  attorneys'  offices  for 

*  Programs  do  not  collect  uniform  data  on  the  sex  and 
ages  of  children  in  treatment.   As  a  result,  these 
numbers  are  "best  estimates."  However,  only  6  of  4  0  groups 
provided  for  latency-aged  and  adolescent  victims  were  for  boys. 
(See  Attachment  B  for  the  distribution  of  group  treatment 
services  by  age,  sex  and  program) . 
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possible  action  than  those  involving  female  victims. 

Over  one  thousand  children  between  the  ages  of  two  and  five 
were  known  to  be  sexually  abused  in  Massachusetts  last  year 
(FY85) ;  fewer  than  one  hundred  were  seen  in  DSS  and  DMH-funded 
programs.   Only  5  of  30  programs  offer  group  services  to  these 
children.   Again,  the  problem  may  be  one  of  case  identification, 
and  the  perception  that  very  young  children  do  not  need  treatment 
if  there  are  no  immediate  indications  of  trauma. 

Services  to  very  young  children  are  a  priority  for  programs 
across  the  state.   The  benefits  of  early  intervention  are 
obvious,   and  during  the  survey,  many  administrators  noted  that 
they  intend  to  increase  or  initiate  such  services  as  play 
therapy,  activity  groups,  and  parent-child  interaction  groups  in 
order  to  accommodate  a  growing  need. 

Treatment  for  sexual  offenders,  both  adolescent  and  adult, 
is  possibly  the  biggest  gap  in  the  the  current  system  of  service 
delivery.   In  fiscal  year  1985,  for  example,  about  1,300  alleged 
offenders  were  referred  to  the  district  attorneys  for  possible 
prosecution;  at  least  20%  of  these  cases  involved  juvenile 
offenders.**   A  "best  estimate"  of  300  known  adolescent  sex 
offenders  is  probably  quite  conservative.   Juvenile  offender 
treatment  is  thought  to  be  quite  specialized  in  nature,  and  few 
programs  feel  that  they  currently  have  the  capacity  to  provide 
effective  services. 


**    Perpetrator  age  is  not  given  in  nearly  half  of  all  D.A. 
referrals.   The  20%  figure  represents  only  known  juvenile 
offenders  (N  =  240) .   See  Attachment  C  for  a  breakdown  of 
juvenile  offenders  reported  to  the  D.A. 's  during  a  six  month 
period. 
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In  fact,  only  two  programs  now  see  adolescent  offenders 
in  group  treatment,  although  five  other  programs  are  planning  to 
provide  such  treatment  in  the  immediate  future  (see  Table  B) .   In 
total,  about  30  juvenile  offenders  were  seen  in  individual  and 
group  treatment  last  year. 

Adult  male  offenders  are  also  underrepresented  in  the 
current  service  system.   Some  programs  have  been  reluctant,  for  a 
number  of  reasons,  to  develop  services  for  offenders.   However, 
most  programs  administer  treatment,  particularly  if  there  is  a 
likelihood  of  eventual  reunification.   Perpetrators  of  sexual 
abuse  are,  in  fact,  most  often  family  members  (in  63%  of  the 
cases) .   Last  year,  fathers  and  stepfathers  alone  were  the 
alleged  offenders  in  1,100  cases  of  substantiated  sexual  abuse. 
About  4  00  alleged  offenders  were  seen  in  treatment  during  that 
same  time  period. 

Sixteen  or  slightly  over  half  of  the  programs  surveyed  now 
offer  specialized  treatment  groups  for  offenders.   These  programs 
offer  a  variety  of  therapeutic  models  (cognitive,  behavioral, 
psychodynamic,  educational,  and  self-help). 

Female  offenders,  both  adolescent  and  adult,  are  a  low 
incidence  group,  and  very  few  receive  any  type  of  treatment.   In 
fiscal  year  1985,  biological  mothers  were  the  allegedly  sole 
perpetrators  in  200  cases  of  sexual  abuse,  but  no  more  than  a 
handful  were  seen  in  treatment  programs. 

Finally,  because  Massachusetts  has  become  home  to  a  large 
number  of  immigrants  and  refugees,  program  administrators  were 
queried  with  regard  to  the  clinical  services  that  they  provide  to 
non-English  speaking  clients.   Thirty-five  percent  of  those 
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contacted,  (9  of  26)  reported  that  they  provide  services  to 
Spanish  or  Portuguese  speakers  (three  to  Spanish  and  Portuguese 
speakers,  six  to  Spanish  speakers) .   Four  programs  reported  that 
they  receive  referrals  for  Spanish  speaking  families,  but  do  not 
have  the  resources  to  serve  them,  and  four  others  believed  that 
they  do  not  receive  referrals  because  referring  parties  are  aware 
that  they  do  not  offer  services. 

There  is  a  wide  geographic  distribution  of  Spanish  and 
Portuguese  speaking  populations  throughout  the  state  (See  Table 
E) .   In  fact,  only  two  programs  report  small  Hispanic  populations 
in  the  areas  that  they  serve.   The  City  of  Boston,  location  of 
the  largest  Spanish  speaking  population  in  the  state,  is  a 
particular  example  of  scarcity  of  services  to  this  population. 
In  fiscal  year  1985,  there  were  104  screened-in  reports  of  sexual 
abuse  among  persons  of  Hispanic  origin.   One  of  the  two  programs 
serving  this  area  offers  no  services  to  Spanish  speaking  clients. 
The  other  program  utilizes  a  staff  member  who  has  limited  ability 
in  Spanish,  with  the  help  of  a  translator. 

Four  of  the  programs  reported  that  they  use  translators  (2) 
or  would  use  translators  (2)  with  families  who  speak  a  language 
other  than  English.   One  program,  in  fact,  reported  that  they 
utilize  children  to  translate  for  their  parents.   It  is 
frequently  noted  in  clinical  practice  and  the  literature  that 
translation  is  inadequate  for  psycho-  therapeutic  treatment.   In 
addition,  the  use  of  children  as  translators  for  their  parents 
constitutes  a  role  reversal  in  circumstances  where 
"parentif ication"  of  a  child  has  often  already  been  a  family 
problem. 
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The  paucity  of  sexual  abuse  treatment  services  for  Hispanic 
families  takes  on  added  significance  in  light  of  recent  findings 
that  rates  of  prior  sexual  abuse  among  Hispanic  women  are  higher 
than  among  women  of  some  other  ethnic  groups. (1, 2) 

Despite  the  considerable  number  of  recent  Asian  immigrants 
to  this  area,  none  of  the  report  referrals  for  this  group, 
Haitians,  or  Cape  Verdeans. 

■ 

3. )   SERVICE  UTILIZATION 

There  is  evidence  that  the  current  service  delivery  system 
is  under  some  stress.   In  terms  of  utilization,  nearly  all  the 
programs,  including  those  that  began  providing  treatment  within 
the  past  year,  are  now  at  full  capacity.   About  one-quarter  of 
the  programs  have  intermittent  waiting  lists;  one  program  has  a 
three  month  waiting  period.   Actually,  a  greater  proportion  of 
programs  would  experience  waiting  lists  were  it  not  for  the 
ability  of  some  (notably  large  mental  health  centers)  to  refer 
families  to  other  clinicians  within  the  same  setting.   Although 
some  250  cases  were  closed  last  year,  or  one-quarter  of  the  total 
served,  most  of  the  cases  had  been  in  treatment  for  two  to  three 
years  prior  to  closure.   One  program  alone,  for  example,  closed 
100  cases  in  fiscal  year  1985.   In  fact,  most  clinicians  feel 
that  child  victims  and  mothers  require  one  to  two  years  of 
treatment,  and  offenders  at  least  two  to  three  years.   Low 
turnover  not  only  affects  program  capacity  to  provide  treatment, 
but  is  also  a  source  of  strain  for  line  staff.   This  is  even  more 
so  because  of  the  complex  nature  of  sexual  abuse  cases  and  the 
work  involved  in  treating  them.   Program  administrators  estimated 
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that  on  the  average,  clinical  staff  spend  16  hours  per  week  in 
direct  (face-to-face)  client  contact,  and  an  additional  12.5 
hours  per  week  in  collateral  contacts  (all  other  personal  but 
non-client  contacts  related  to  a  particular  case) .   DSS  staff  who 
carry  generic  or  exclusively  protective  caseloads  (nearly  half  of 
all  staff)  note  that  sexual  abuse  cases  require  more  attention 
than  the  "average"  protective  case.   According  to  program 
administrators,  the  problem  is  further  complicated  by  the  fact 
that  more  than  a  third  of  the  families  in  which  sexual  abuse 
occurs  are  in  some  form  of  crisis  at  the  time  they  are  first  seen 
at  the  program  (viz.,  have  had  some  significant  breakdown  of 
coping  skills) .   Working  with  multiproblem  families  who 
frequently  don't  want  to  be  involved  with  treatment  and  the 
"system"  (60%  of  the  sexual  abuse  cases  closed  last  year  because 
the  client  terminated  treatment)  is  exhausting  and  is 
characteristic  of  protective  service  work.   Risk  for  burnout, 
however,  is  probably  greater  for  those  who  work  continually  with 
sexual  abuse.   Informal  support  groups  for  those  who  treat 
victims  of  sexual  abuse  have,  in  fact,  been  organized  in  at  least 
four  areas  of  the  state. 

4. )   PROGRAM  COSTS 

The  problem  of  program  costs  is  complicated,  and  requires 
further  analysis  to  ensure  that  finite  resources  are  well  spent. 
There  are  many  cost  variables  that  account  for  program 
differences  in  service  delivery  costs.   Unit  rates,  for  example, 
vary  by  as  much  as  58  percent  between  contracts,  and  some 
programs  charge  more  than  twice  than  others  for  indirect  costs. 
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It  is  also  important  to  note  that  with  the  inclusion  of 
DSS  and  MSPCC-operated  treatment  programs  about  3  5%  of  the 
programs  surveyed  are  not  eligible  for  third  party 
reimbursement.   (This  is  particularly  important  given  the 
fact  that  42%  of  all  the  clients  seen  in  treatment  last  year  were 
Medicaid  eligible,  and  another  2C   had  private  insurance) .   There 
is  more  than  one  type  of  cost,  of  course,  as  there  is  more  than 
one  type  of  benefit.   For  example,  programs  bring  different  kinds 
of  organizational  resources  to  bear  on  case  practice.   Moreover, 
program  benefits  are  not  limited  to  those  that  might  accrue  to 
children  and  families.   With  proper  administrative  and 
supervisory  support,  for  example,  Department  of  Social  Services 
staff  can  gain  valuable  clinical  experience  in  all  forms  of 
protective  work  through  participation  in  providing  sexual  abuse 
treatment.   Cost  and  benefit  features  should  be  carefully 
considered  in  any  future  planning  for  program  expansion  and/or 
modification.   Finally,  an  equitable  distribution  of  service 
system  resources  should  be  an  important  goal  of  any  future 
program  planning.   The  current  distribution  of  contract  monies  or 
of  provider  resources  do  not  completely  reflect  the  distribution 
of  sexual  abuse  reports  across  the  state  (See  Table  D) . 
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